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safety in numbers 


wets wort “SUELPHATRIAD’ »~ 
compound sulphonamide 


combines the high bacteriostatic activity of its three constituents, and, in therapeutic 
dosage, the risk of renal damage from crystaliuria is practically negligible. 
For the initiation of sulphonamide therapy 
tote mork ‘ SLUT HEAZOLE * 0 
neutral soluble sulphathlezole derivative 
The parenteral administration of ‘SOLUTHIAZOLE' is indicated for 
initiating therapy in acute cases, and where the condition of the patient renders 
the oral administration of sulphonamides difficult or impossible. 
SULPHATRIAD ° tablets are supplied in containers of 25, 100 and S00 
‘ SULPHATRIAD ’ ia in of 4 ox 


tablet roche 
supplies Sulphochiazels 0.185 ies 0.130 Gay 


SCLUPPATORE "Gagtee eee ea San: and 
25 x 5 <.c. ampoules containers of 25 ce 
(S c.c. of selestion contains the equivatent of | Gm. Sulphothicrols) 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
For contents of this issue see overleaf 











_KAatacid _Adsorptive 
aad P ain-velioving : 
MAGSORBENT 


with 
ATROPINE 


which combines in Tablet form the Magsorbent 
brand of Magnesium Trisilicate and Atropine, 
uniting the antacid and adsorptive properties of 
the former with the spasm- and pain-relieving 
properties of the latter. 


Samples and Literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2. 


Sole Distributors : ADSORBENTS, LTD. 
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Unanimous 


OPINION Is unanimous on the treat- at which level normal digestion can 
proceed 

Supplied in 6 and 12 oz. bottles 
Tablets in boxes of 60. 

e 5 

Aludrox 


Trade Ma 


Aluminium hydroxide gel 


ment of peptic ulcer—control of gastric 
acid and partial inactivation of pepsin 


thus permitting healing to occur. 


‘ALupROX’ therapy will maintain acidity 





of the stomach contents at pH 3.5—4.0, 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON RD., N.W.1 
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CURRENT THERAPEUTICS XXXVIII.—Tue Use anp ABuse OF INSECTICIDES 
By Fames R. Busvine, D.S« 
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Nutrition... 


THE ANSWER TO MODERN DIETARY PROBLEMS 


There is evidence that the reduced daily calorie intake of the nation, 
resultant upon the lower quantitative and qualitative food standards 
of to-day, has a tendency to be a contributory cause of asthenia. 
The physician rightly seeks a corrective for this condition, especially 
in patients where an examination reveals nervous instability, 
lassitude and weakness arising from a deficiency of vitamins and 
mineral constituents. 

* Supavite ’ Capsules, by providing a balanced ration of vital food 
factors — vitamins A, B1, B2(G), C, D, E and Nicotinamide, 
together with Iron, Calcium and Phosphorus, enrich the depleted 
tissues and fluids and encourage the restoration of bodily health. 


©) Cingcss SUPAVITE.... 


THE ANGIER CHEMICAL CO. LTD. 8 CLERKENWELL RD., LONDON, E.C./ 
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BRITISH PHARMACEUTICAL 
CODEX 1949 


AN AUTHORITATIVE and up-to-date book of reference prepared with 
the assistance of eight committees of experts representing all branches 
of medical and pharmaceutical knowledge and experience, and working 
under the general direction of the Council of the Pharmaceutical 


The book prescribes standards for and gives comprehensive details of the 
action, uses and methods of administration of over 1000 substances used 
in medicine—vegetable and animal drugs, synthetic chemicals, antibiotics 
biological products. Other sections provide information on blood products 
surgical sutures, ligatures and dressings. 
There are nearly 900 formule of tested pharmaceutical preparations: appendices 
provide details of tests, reagents, methods of sterilisation, etc 


1563. Price 63s. (inland postage |s.) 

Interleaved (2 Vols.). 
Remittance with order is requested 

We shall be pleased to receive instructions to 

place your name on our special mailing list 


HE PHARMACEUTICAL 
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90s. Postage 2s 
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MIDWIFERY 

Edited by CLIFFORD WHITE, F.R.C.P.,F.R.C.OG., 
FRANK COOK, R.C.S FRCOG., and Sir 
WILLIAM GILLIATT, CV.O.. FRCS. Eighth 
Edition. viii 560 pages, 21/7 illustrations and 
4 X-ray plates 25s. net 
This book has taken an established place as one of the 
best and most reliable textbooks on Midwifery 


DISEASES OF WOMEN 
Edited by CLIFFORD WHITE, F.R.C.P 
FRANK COOK, FRCS. FRCOG and Sir 
WILLIAM GILLIATT, C.V.O.. FRCS. Eighth 
Edition. viii 461 pages, 170 illustrations and 
| colour plate 25s. net 
The editors are to be congratulated on this fine 
example of collective authorship This old favourite 
can be strongly recommended Postgraduate Medical 
Journal 


MIDWIFERY 

Principles and Practice for Pupil Midwives, 
Teacher Midwives and Obstetric Dressers, 
By CHRISTIE BROWN, FR.COG. BARTON 
GILBERT, ™.D., and R. H. DOBBS, M.D. Third 
Edition. viii 894 pages, 203 illustrations 18s. net 
This new edition has been completely revised and a 
section added on Midwifery in the Tropics 





FR.C.OG., 





EDWARD ARNOLD & CO, == 


VIRUS AND RICKETTSIAL DISEASES 
By S. P. BEDSON, F.RS. FRCP, A.W. DOWNIE 
D.Sc... M.D., F. O. MacCALLUM, ™.D., and C. H 
STUART-HARRIS, ’.D 333 pages 
33 illustrations 24s. net 
An authoritative but brief account of this important 
group of diseases 


FRCP. viii 


THE COMMON INFECTIOUS 
DISEASES 

By H. STANLEY BANKS, MA. MD. win 354 
pages, 90 illustrations 21s. net 
**To the busy practitioner it will afford a reliable and 
authentic reference in doubt Author and pub 
lishers are to be congratulated on an excellent contr 
bution The Practitioner 


SAVILL’S SYSTEM OF CLINICAL 
MEDICINE 
Revised and edited by E. C. WARNER, M.D. F.R.C.P 
Thirteenth Edition. 1.198 pages, 195 illus 
trations and 7 coloured plates 35s. net 
A book which we have consistently recommended 
from its first appearance and we shall certainly cor 
tinue to do so."’ Medico! World 
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em=mn 41 Maddox Street, London, W.| causes 
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Gynaecology and Midwifery —-—— 


ETERNAL EVE: The Story of Woman from the Stone Age Until 
To-day 
By HARVEY GRAHAM 
Etched on a world-wide canvas over a million years of time, the story of Eternal 
Eve tells of every woman who has ever borne a child, and of the men and women who 
have made her task easier and safer. Royal 8vo. 720 pages. 40 illustrations. 42s. 
TEXTBOOK OF OBSTETRICS 
By JOHN F. CUNNINGHAM, M.D., M.A.O., F.R.C.P.1., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University College, Dublin 
This textbook is intended primarily for students and includes all they should know 
of the subject, not only for final examinations but for subsequent practice. The 
methods described are in accordance with the ethical standards of the Roman 
Catholic Church. Demy 8vo. 544 pages. 250 illustrations. Jn preparation. 30s. 
PROGRESS IN GYNECOLOGY 
Edited by J. V. MEIGS, M.D., and S. H. STURGIS, M.D. 
Seventy outstanding American gynxcologists have contributed to the new volume. 
Chapters retained from the previous edition are brought up to date. The thorough 
revisions and the many new chapters make available to the reader the advances in 
clinical gynecology during the last three years. 600 pages. 80 illustrations. 
Second Edition. 458. 
TEXTBOOK OF GYNECOLOGY 
By J. H. PEEL, M.A., B.M., B.Ch., F.R.C.S., F.R.C.O.G. 
““. . . commended as a balanced, concise, yet comprehensive statement of up-to- 
date gynxcological teaching.”—Edinburgh Medical Journal. Demy 8vo. 478 
pages. 218 illustrations. Third Edition. 248. 
MODERN METHODS OF INFANT MANAGEMENT 
Edited by W. R. F. COLLIS, M.A., M.D., F.R.C.P., F.R.C.P.I. 
‘“* This is a remarkably comprehensive little book, in which two pxdiatricians have 
joined forces with an ex-master of the Rotunda, and the sister in charge of the 
infants’ department.”"—Lancet. Crown 8vo. 300 pages. 70 illustrations. 17s. 6d. 
THE RHESUS FACTOR 

By G. FULTON ROBERTS, M.A., M.B., B.Ch., M.R.C.S., L.R.C.P. 

. all the relevant information is briefly and clearly set out, and helpful case 
reports illustrate the points raised.”—Lancet. Crown 8vo. Paper covers. 60 
pages. Second Edition. 38. 6d. 


For Recommendation to Patients =~ 
INTRODUCTION TO MOTHERHOOD 
By G. DICK READ, M.A., M.D. 
Demy 8vo. 100 pages. 23 illustrations. 
PARENTHOOD 
By C. MAIR OWEN, S.R.N. 
Crown 8vo. 190 pages. 
ANY WIFE OR ANY HUSBAND 
By “ MEDICA” (Author of “ The Change of Life in Women ” 
Crown 8vo. 160 pages. 78. 6d. 


WM. HEINEMANN - MEDICAL BOOKS - LIMITED 
99 Great Russell Street London W.C.1 
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Cassell & Company Limited 


TEXTBOOK OF ORTHOPADIC 
MEDICINE, Vol. 2, Treatment by 
Manipulation and Deep Massage 


by JAMES CYRIAX, M.D., B.Ch. (Cantab.) 
334 pp., 125 illus., cloth, 18s. éd. net 


OTHER 


PROBLEMS OF FERTILITY IN 


GENERAL PRACTICE 
by MARGARET HADLEY JACKSON, JOAN 
MALLESON JOHN STALLWORTHY and 
KENNETH WALKER 220 pp., 32 illus., 
17s. 6d. net 


SEXUAL DISORDERS 


MALE 
by KENNETH WALKER and 
STRAUSS. 272 pp., 15s. net 


IN THE 


ERIC B 





37/38 St. 





TWO NEW EDITIONS 


IMPORTANT PUBLICATIONS 





THE STUDENT'S HANDBOOK 
OF SURGICAL OPERATIONS 
by SIR FREDERICK TREVES, Bart., revised 
by SIR CECIL WAKELEY, P.R.C.S Ninth 
Edition, 592 pp., 269 illus., 1Ss. net 


STERILITY AND IMPAIRED 
FERTILITY 
by CEDRIC LANE-ROBERTS, ALBERT 
SHARMAN, KENNETH WALKER, B. P 
WIESNER and MARY BARTON Second 
Edition, 424 pp., 24s. net 


THE TREATMENT OF 
IMPOTENCE 
by JOSEPH LOWENSTEIN, M.D 
4 illus., | table, 6s. net 


50 pp 








indrews Hill, London, E.C.4 
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Medical Research Council 
SELECTED PUBLICATIONS 


Infection and Sepsis in Industrial 
Wounds of the Hand 
by R. E. O. WicttaMs and A. A. Mices 


Special Report Series No. 266 
ls. 6d. (ls. 8d.) 406 


Vitamin A Requirement of Human 
Adults: An Experimental Study of 
Vitamin A Deprivation in Man 
A Report of the Vitamin A Sub-Committee of 
Food Factors Committee 
Hume and H. A. Kreps) 
264. 3s. (3s. 3d.) 75 


the Accessory 
(Compiled by E. M 
Special Report Series N 


Thyroid Enlargement and Other 
Changes Related to the Mineral 
Content of Drinking Water, with a 
Note on Goitre Prophylaxis 
by Margaret M. Murray, J. A. Ryce, 
Beatrice W. Simpson and DaGMar C. WILSON 
Memorandum No. 18 9d. (11d.) 25« 
Prices in brackets include postage; dollar prices 
are post free in the United States of America 


H.M. STATIONERY OFFICE 
P.O. Box No. 569, London, S.E.1; Edin- 
burgh; Manchester; Birmingham; Cardiff; 
Bristol; Belfast; or through any bookseller 
and BRITISH INFORMATION SERVICES, 
30 Rockefeller Plaza, New York, 20, U.S.A. 





























ba who are interested 
in lodine—its effects, 
its uses, its possibilities —the 
Chilean Iodine Educational Bureau 
offers information and advice. 
Reviews of selected aspects of 
iodine usage are available, including: 


DISINFECTION OF DRINKING WATER 
WORLD GOTTRE SURVEY 
IODINE AND PLANT LIFE 
RHEUMATISM AND ARTHRITIS 
Every endeavour will f 


requests for wmformation, 


Chilean 
Educational Bureau 


HOUSE, LONDON, 


* 
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Five Benefits 


your patient will derive from a 


Spencer 


pre-natal postpartum support 


Her Spencer Support will be individually de- 
signed, cut, and made to meet her specific 
posture and health needs. This assures the 
doctor that the support will be correct from 
standpoint of body mechanics; that it will fit 
exactly, be perfectly comfortable. 


Her support will gently cup in underneath the 
abdomen to give support from below, with 
complete freedom at upper abdomen. It will 
be easily adjusted to increasing development. 
Perfect co-ordination of back and abdominal 
support will be achieved. This co-operation 
of front and back sections will induce re- 
sponsive posture-improvement on part of the 
patient. With improved posture any abdominal 
tilt of pelvis is accordingly modified. 


In her Spencer the loosened pelvis will be firmly 

- m4 we re pep! mynsnen gripped, protecting her against sacro-iliac 
or this womar rs 0 wear, s 0 - 

‘ ; por’ strain or other back derangements. Yet free 


it provides helps prevent postural pain and 7 . 
fatigue by guiding body into better posture exercise of body 1S permitted. 


— — after pee ae Her support will not * ride up’ or otherwise 
ave po mypert, ae On on ane move out of place. Hence the support it 
Ge signec oth supports easily adjustabdic provides is constant. 


ECONOMICAL 
Her Spencer will be wearable after childbirth, thus avoiding the expense of a post- 
partum support. It will be so designed as to provide post-partum support for 
weakened abdominal muscles without interfering with natural restoration of muscle 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 
SURGICAL AND ORTHOPADIC SUPPORTS 
Spencer House : Banbury Oxfordshire 


to increasing development 


Beware or ImrraTions. Spencer (Banbury) Lid. regret the necessity of issuing warning to beware of 
copies and imitations. Look for the Spencer Lape stitched in the Spencer Support and ensure that it is 
a genuine Spencer Support and not a so-called copy 


Spencer copyright designs are original and distinctive and for more than 20 years have been recognised 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts 
Appliances supplied under the National Health Service 
Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of S(B)Ltd 
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A case for 
the Surgeon 


Here are the world’s finest scal- 
pels & handles packed in a neat 
tastefully designed plastic case 
that is compact, easy to use and 
which meets the strict standards 
of hygiene and aesthetics of the 
modern operating theatre. Cor 

tains 3 different handles and 6 
dozen blades in 9 shapes, as illu 


trated 








Details from 
WwW. R. SWANN & CO. LTD 


PENN WORKS SHEFFIELT 





MIDWIFERY FORCEPS 
FORGED FROM FINEST SHEFFIELD STAINLESS STEEL 


¥V2083 Barnes’ Midwifery Forceps 
with Simpson's handle and Neville's 
ax's traction rod, stainiess steel 


£11 0 0 each 


W2083A Ditto Anderson as above 
without axis traction, stainless 
steel £8 0 0 each 


G.P.332 Haig Fergusons’ with axis 
traction, stainless steel 


£1 10 0 each 


W2084 Kielland’s stainless steel 
£8 10 0 each 


W 2083 GP 332 W 2084 
Inouiries invited for Obstetric Outfits and Instruments in general 
HOLBORN SURGICAL INSTRUMENT Co. Ltd. 
1S Charterhouse Street, Holborn Circus, London, E.C.! 
Tel HOLborn 2268 (2 lines) 
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Is Your > a 
Hy podermié Syringe 
oa Sterile? 


Complete safety has at last been 
achieved without boiling, or the use 
of spirit, by the new sterilizing Agent. 


KATIODIN S.S. 2% 


READY FOR IMMEDIATE USE! 


Supplied in 2 oz. Bottles Full Literature Available from 

For Emergency Bag 2 the Distributors. 

in Bulk: 40 oz. 30 J. HALDEN & CO. LTD., 
80 oz. 526 37 BRAZENNOSE ST. 


Hospital Prices on Request MANCHESTER, 2. 


A PRODUCT OF 


Halden 


(PHARMACEUTICALS) LTD. 


MANUFACTURERS OF H E B, PARISEPSIN ETC. 
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Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative. 


Brochure supplied on request 


Paines & Byrne Ltd 


Pabyrn Laboratories, Greenford, Middlesex 





instrument Repairs ne 


Now, as for many years, the really specialist IN HALE R 
House in every type and kind is 


POLDEN’S 


Based on extreme thoroughness in work- 
manship, an unsurpassably good service in . A vy 
speed is always available. Top priority is ’ y enn ny ma 
always given to genuine emergencies. Costs “oo Si -8-0 
are very, very moderate, and the resulting } o Surgery £ 8-8 
doubling, at least, of an instrument's life, is 
an enormous saving. From forceps to stetho- 
scopes, and sphygmomanometers to syringes 

from A to Z of all instruments——we 
specialise in repairing 
Perfect Dial Control 
We ask you to wait days. You will never of mixture for - 

again wait weeks. Analgesia Saat. i 

For use by the Doctor ronan arracunent 
in cases of Maternity “ 


10 BURNLEY AVENUE or Minor Surgery yep pore. 
SURBITON, SURREY 
RE-PLATING — ENGRAVING from 


NEW INSTRUMENTS SUPPLIED 
LARGE STOCKS HELD SURTIGA, HOUSES 


Telegrams Phones 


**Surgical, Surbiton’’ Awaiting re-installation CYPRANE ITD How rth Ke ghley Vers 
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Grergen 
ROLLS 


fi 
LOW STARCH - HIGH PROTEIN 


‘*SALTFREE’’?’ DIETARIES 
(low sodium) 
ANALYSIS a Poe 
| Energen Roll contains : 
Protein Carbohydrate Fat Calories | 
2 grm 2 grm. } grm. 19 
Sodium content not more than .006% 


ENERGEN FOODS CO. LTD. (Dept. C31), BRIDGE ROAD, WILLESDEN, N.W.10 











An Outstanding Success— 


The Temperature Controlled 


EMOTRIL ™ogtaiee"* 


(EPSTEIN-MACINTOSH—OXFORD) 


For analgesia 
in obstetrics 


Anaesthetists report most 
favourably on the analgesia 
produced by this appara- 
tus. It is an outstanding 
success with patients, who 
constantly remark upon 
how much relief is ob- 
tained. 


Descriptive folder on request. 
MEDICAL & INDUSTRIAL EQUIPMENT LTD 
SPECIALISTS IN ANASTHETIC APPARATUS & SURGICAL INSTRUMENTS 


12 New Cavendish Street, London, W.! 
Telephone : WELbeck 185! & 1504 
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In view of the remarkable results, reported in 
the Lancet, Medical Press, Medical World and 
other journals secured through the application 


of deep massage to the myalgic or “ trigger ”’ 
spots, HOWARD LLOYD & CO. are glad 
to introduce their latest product : 
DRENALGIN CO. 
(Compound Adrenaline Ephedrine Cream) 
Drenalgin Co. contains Adrenaline (1 in 
5000) and Ephedrine (1 in 1000) combined 
with camphor in a rapidly absorbed base. It, 
therefore, provides the almost immediate an- 
algesic and anti-spasmodic effect of Adrenaline 
and Ephediine together with the counter- 
irritation necessary to ensure adequate dura- 
tion of the relief from pain. It has already 
proved of great value in this method of 
treating all forms of Rheumatic trouble. 


Manufactured by 


Stoward lloyd + CoLtd. 


ASFORDBY STREET, LEICESTER 
Professional literature on request 


Sole Distributors 
STANNING PROPRIETARIES LIMITED 
171 SEYMOUR PLACE, LONDON, W.1 
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MENLEY & 


* Mandelamine’ and ‘Mandamine’ are the registered ade mark Nepera Chemical 


MPII 
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‘MANDAMINE? 


now known as 


MANDELAMINE? 


a 


~ 


— 
ae 


— we 


a - 


Urinary infections due to a wide range of commonly encountered 
organisms quickly respond to ‘ Mandelamine ’. It may be admini- 
stered without risk of the development of bacterial drug resistance. 
The therapy is free from the inconvenience of dietary restriction 
or fluid regulation, and rarely gives rise to gastric upset. 

Note: The name of the product has changed but the formula 
remains the same — each enteric-coated tablet of ‘ Mandelamine’ 
contains 0-25 g. (3] gr.) methenamine mandelate. 


Samples and literature on request 


JAMES, LTD., 123 COLOHARBOUR LANE LONDON, S.E.5 
Co., Inc., New York 
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‘Sulphamezathine’ in Pneumonia 


“These observations confirm that ‘ Sulphameza- 
thine’ is highly satisfactory in lobar pneumonia 
.... «+ Its lower toxicity may help to reduce the 
mortality in very ill patients, while the virtual 
absence of vomiting ensures more complete absorp- 
tion.’’ See Lancet, 1944, i, 277. 


“Of the commonly available sulphonamides, ‘ Sul- 
phamezathine’ causes relatively little nausea and 
vomiting and, having an acetyl derivative of high 
solubility, very rarely gives rise to renal complica- 
tions. It is therefore suitable for routine treat- 
1.C.1. Sales Office—London, ment."’ See British Medical Journal, 1949, ii, 1225. 


yw, Edinburgh, Belfast and In Children: “The results of treatment with ‘ Sul- 
phamezathine’ therefore compare favourably—. . . 
..» Showing the lowest mortality rate, the most 
rapid response to treatment and freedom from toxic 
effects."" See Arch. Dis. Childh., 1944, 19, 122. 


*‘SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P.C. TRADE MARK 


the safe sulphonamide ! 
A product of ES 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
A subsidiary company of Imperial Chemical Industries Lid ‘WILMSLOW, MANCHESTER 
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N prescribing Adrenaline Cream for the 

new rheumatic myalgic spot therapy, the 
medical profession is respectfully reminded 
that all tests reported in the professional 
press indicate that the potency of the 
Adrenaline in the cream used for massage 
is of primary importance. 

Liloyd’s was the only Adrenaline 
Cream used in the tests under review 
and it is the only cream in_ which 
the Adrenaline potency is known to have 
been certified to remain stable for upwards 
of 12 months. 

On application, literature is available on 
the new myalgic or trigger spot therapy 
and on Lloyd’s Adrenaline Cream, which 
is now in regular use by many doctors, 
hospitals and clinics. 

Over 12 months’ experience by them 
has produced ample evidence that this 
new therapy is of great value in all Rheu- 
matic conditions. 

Supplies of Lloyd’s product are now 
available through Boots, Timothy Whites 
and all good chemists 


Howard Lloyd and Co., Ltd., Leicester 


Manufacturers of Fine Pharmaceuticals to the Medical Profession since 1880 
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* Cremotresamide * is a delicious lime-flavoured suspension 
which not only takes advantage of the freedom from 
renal toxicity offered by using three sulphonamides 

in combination, but provides even greater security by 
employing as a component the extremely soluble and 
active sulphonamide, Sulphacetamide. 

* Cremotresamide * reduces the incidence of crystalluria 
and toxic reactions to a minimum and obviates, in the 
majority of cases, the necessity for alkalisation. 

* Cremotresamide ’ combines low toxicity with excellent 
tissue distribution and good therapeutic efficiency. 

* Cremotresamide’ is particularly acceptable to children, 
but will be found useful in all age groups. 


Sharp & Dohme Ltd., Hoddesdon, Herts. 








Cremotresamide 


Triple Sulphonamide Suspension 


For even greater security @ in sulphonamide 
therapy 
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CIMLAC GAUZE » |. 
NON-GREASY NON-ADHERENT 


Reports on ‘clinical trials indicate that remarkable results 
are obtained in the healing of chronic ulcers, wounds, burns 
and carbuncles, and that rapid control is obtained of infection 
due to Haemolytic Strep., Strep. Viridans, Staph. Aureus, 
B. Pyocyaneus, B. Subtilis and B. Proteus 
Cimlac Gauze is compatible with systemic antibiotic therapy 
PACKS Prescription: Boxes of 12 pieces 34” x 34” 
Hospital : Boxes of 24 pieces 4° x 34° 


{vailable only to Hospitals, Research Practitioners, Medical Depts. in Industry 


CALPED FUNGICIDE 


FUNGICIDAL AND FUNGISTATIC 


The combination of Parachlorophenylether and Phenylmer- 

curic Nitrate in Calped provides rapid control of pathogenic 

fungi associated with Dermatophytoses, Tinea, Pruritus Ani, 

Pruritus Vulva and allied fungoid infections 

Rapid relief from itching and irritation is obtained with 

subsequent healing of the lesions. 

Available as a cream or powder 

PACKS: Calped Powder: 4 oz. drums | Ib Jars. 
Calped Cream: 1 oz. and 4 oz. tubes. 1 Ib Jars. 


HYPON TABLETS @ 


The side effects of depression and constipation often 
associated with the administration of analgesics are 
avoided by the inclusion of Phenolphthalein and Caffeine 
in a balanced formula eontaining:—Acid, Acetysal., 
Phenacet., Caffein., Codein. Phosph., Phenolphthalein. 
Indications : All conditions where an analgesic is indicated, — 
and as an Antipyretic in cases of Influenza, Acute Rheum- 
atism, Tonsilitis and Coryza. Literature and sampl 
et : 3 ’ - - mples available on 
PACKS : Screw Capped bottles: 50, 125, 250, 600 request. Our Medical "Pre selene 
and 1,000 tablets are announced only to the Profession 


CALMIC LIMITED CREWE HALL + CREWE 
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(NEPENTHE 


Registered 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 

Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. It has been found by generations of 
practitioners to be the best preparation of 
opium. as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 

the effect remains invariably constant. 

















Packed in 2-oz., 4-oz., 8-oz. and 16-oz. 


READY-FOR-USE | | “"ctooed' otter, Sterite, ready for wie. 
DRESSINGS |( FEBBIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 2138! 
Telegraphic Address FERRIS, BRISTOL 








These Packs of Dressings are designed 
for greatest convenience. Each box con- 








tains pieces of open mesh tulle approx- 
imately 33” square, impregnated with 
a sterile medicated base, ready for 








immediate application. ‘COLLISON’ 
tines INHALER 





e 


PETROLEUM JELLY FOR 


36 dressings per tin 3/3 tin ~ T H M 


PENICILLIN 
10 dressings per tin 4/— tin DELIVERED 
IMMEDIATELY 





BURN AND WOUND 
36 dressings per tin 4/- tin First Month’s Hire 


£3 3s. Od. 


Second & following do. 
Reduced Prices to Hospitals and Institutions | £2 2s. Od. 





Telephone 
VIC. 1676 


A PRODUCT OF 
THE INHALATION 
ABELL: GE Ui é Coltd 


INSTITUTE LTD. 
OLDBURY BIRMINGHAM 87 ECCLESTON SQ., LONDON, S.W.1 
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BISMUTH 


RECENT EVIDENCE IN TREATMENT OF 
PEPTIC ULCER 


Extract of report from a London hospital, November 8, 1950: 

“At this hospital, during the past year, the physician in charge 
of the gastro-enterological dept. has been using Bismuth Car- 
bonate and Bourget’s solution in the treatment of ulcers. The 
method followed is the one described by Sk. Kemp, M.D., of 
Copenhagen. The results have been good and patients have 
responded well and quickly, and this treatment is now quite an 
established one in the hospital.” 


RAPID SYMPTOMATIC RELIEF 

Extract of report on Bismuth Carbonate in treatment of Pepti 
Ulcer from St. Luke’s Hospital, Copenhagen, Denmark, 
** Uveskrift for Laeger,’ November 1950: 

TREATMENT: 10 grms. Bismuth Carbonate thrice daily for 

two months; then twice daily for two months; finally once daily 

for two months; taken with a solution of Sod. phos. 7 grs., Sod. 

sulph. 7 grs., Sod. bic. 35 grs., Aqua—boiled and cooled—3}oz. 


RESULTS AFTER ONE MONTH’S TREATMENT 


N t Immediate 
patient v pt 
tree 

In-patients 16 126 (78.8 25 
Out-patients 242 182 (7§.2 $3 


loral 402 308 (76.6 78 





25-10 grm. packets of Bismuth Carbonate, free of charge, are 
available between January and March 1951, to members of the 
Medical Profession, for trial purposes. 


1,000-10 grm. packets will be sent, free of charge, to any hospital 
prepared to carry out clinical trials. 


Full literature on Bismuth Therapy obtainable from :— 
BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD 
376 Strand, London, W.C.2 
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n answer to a number of enquiries : 


SPEKE 


The 10 c.c. vial of ‘ DISTAQUAINE” brand 
aqueous suspension of penicillin (procaine salt) 
contains sufficient material to permit the with- 
drawal, if required, of ten separate doses of 1 c.c. 
I c.c. (300,000 i.u.) is an adequate daily dose 
for many conditions but practitioners will, of 
course, wish to decide for themselves the dosage 
in particular circumstances. 


ited b 


Allen & Hanburys, Ltd 

British Drug Houses, Ltd 

Burroughs Wellcome & Co 

Evans Medical Supplies, Ltd 

Imperial Chemical (Pharmaceuticals), Ltd 
Pharmaceutical Specialities (May & Baker), Ltd 


LIVERPOOL 
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WHEN YOUR 
ADVICE IS 


‘don’t climb 
stairs’ 


The ELECTRIC 


Home LIFT 


Easy to Install Simple to Operate 
Economical to run 
Infermation obtainable from 


HAMMOND & CHAMPNESS LTD. 


Gnome House, Blackhorse Lane, London, E.17 


rs 
UY 


Hormones 
NATURAL and 
SYNTHETIC 














(ACTAGOL 


BREAST 
FEEDING 


| Lactagol presents: Edestin (cotton seed 

| extract), Calcium (600 mg./oz.), Phos- 

| phorus (400 mg./oz.), Iron (40 mg. oz.), | 
etc 


FREE Samples for clinical trial 
post free on application to 


LACTAGOL LTD.| 
LONDON ROAD, MITCHAM, SURREY 














FOR ORAL OR SUB-LINGUAL 
ADMINISTRATION 


‘OXOID) STILBOESTROL 
OXOID) DIENOES TROL 
OXOID) ORSTRIN 


voip) KT HINYE 
OXI) OES TRADIOL 


OxOID ETHISTERONE 


METHYL 
OXOID) he TOSTERONE 
FOR INJECTION 
OXOID) OKSTRIN 
xo) STILBOESTROL 
OX01D) DF LPROPIONATE 
OXOID) PROGESTERONE 


TESTOSTERONE 


OXOID) PROPIONATE 


LITERATURE GLADLY FORWARDED UPON REQUEST 
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Roter Gastric Ulcer Tablets 


ROTER TABLETS bring a new efficiency to the therapy of peptic ulcer. 


of gastric and duodenal ulcer; but 


! 
| 
| 
| 
| 
| Not only do they maintain gastric acidity within normal limits, thus accelerating healing 
| They also exert a favourable influence on gastro-intestinal function 

| 


| ROTER Therapy has the great advantage of being ambulatory, has no undesirable 
side-effects; is frequently effective in cases resistant to other types of therapy. 


You are invited te ite for full information and a clinical trial supply 


F.A.I.R. Laboratories Ltd. 


183 Heath Road, Twickenham, Middlesex 























METHEPH 


Methylephedrine | 
Hydrochloride for the Control of Enuresis 


Where normal physical control of the bladder is 
defective, uninhibitive reflex contraction can often be con- 
trolled with ‘ Metheph.’ By reinforcing the sphincteric action 
full control of enuresis in children is usually secured in 3 to 
4 weeks. 

‘Metheph ' is more prolonged in its action than ephedrine 
and has fewer side effects (B.M.J., 1950, Nov. 11, “* Enuresis, 
Hubble ’’). The average dose required is one j gr. tablet at 
bedtime for children of 3 to 6 years and 1} to 2 tablets for older 
children. 

‘Metheph ' is also of great value in the relief of bronchial 

i oeeenicees spasm and the prevention of asthmatic relapses. 

‘Metheph ’ is supplied in # gr. tablets in bottles of 25, 100 
and 500. 


Metheph '—Regd. Trade Mark You are invited to write for literature and clinical samples 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN ‘°"° “ ~' LONDON 
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Dysmenorrhoea is a symptom 
of entity in which Veganin* 
provides prompt and effective relief not only of pain but 
also of the associated mental distress. The anxiety and 
irritability so characteristic of genital disturbances is 
particularly evident in dysmenorrhoea. 
Veganin is both analgesic and sedative and may be confi- 
dently prescribed in the treatment of pain and anxiety in 
menstrual distress. 
Although Veganin is of especial use in relieving menstrual 
pain, it is also indicated for many other gynecological 


conditions, such as salpingitis, cophoritis, ete 


) 





William R.WARNER and @. ~éd.Cower Road,London UZ, 


Tus PUBLIC 


no WARNER PREPARATION HAS EVER BEEN ADVERTISED To 
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Trutood or some other milk food— 


what’s the difference? 


Humanised Trufood is different because 

it is not just “another dried cow’s 

milk”. Cow’s milk is, of course, our raw 

material. But the resemblance between 

[rufeod and other dried milk foods ends 

there. The process of its manufacture 

makes Trufood a food specifically adapted 

to the nutritional needs of the infant who 

must be artificially fed. Because of this 

we sincerely believe that Trufood is the aa ar an 
most satisfactory alternative for the baby who lrufood—how it is made. and why we 
cannot have breast milk. think that it is the most satisfactory 


substitute for breast milk —write to 


the Trufeod Professional Information 
TRI J FOOD Service, Green Bank, London, E.1. This 
service has been formed specially to 


answer questions from the medical and 


nursing professions, about infant foods 
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The use of 
Camp Supports in 
SACRO-ILIAC conditions 


An all too frequent cause of *‘low back-ache” 
is sacro-iliac subluxation wherein the gluteii 
and lower erector spinz muscles are involved. 

A Camp Sacro-iliac Support is designed to 
provide a line of rigidity from and over the 
trochanters with an upward influence in sup- 
port of back muscles and to assist in the reten- 
tion of the correct position. 


Mustroted Reference Book for Physicians and Surgeons 
ovailable free on request 


Anatomical Supports 


Ss. H. CAMP & COMPANY LTD. 
19 HANOVER SQUARE, LONDON, W.! 
Telephone: MAYfair 8575 (4 lines) 


KCR. 414 


———— For the treatment of 
CIRCULATORY & 
RESPIRATORY 
DISTURBANCES 


“ CARDOPHYLIN ” is produced in including ; 
LEFT VENTRICULAR FAILURE 


ampoules for intravenous and intra- eathmaiamiindeiidin 
muscular injection, and in the form paroxysmal nocturnal dyspnoes 
of tablets for oral administration. CHRONIC MYOCARDIAL 
INSUFFICIENCY 
Literature and samples available on ANGINA PECTORIS 
request CARDIAC AND RENAL OEDEMA 


A Whiffen Product 





Distributed by 


BENGER LABORATORIES LTD - HOLMES CHAPEL ~ CHESHIRE 
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Maintaining “= 
anzesthetic equipment 


at peak efficiency 


Only regular « scematic servicing can ensure that apparatus &: 
maintained at the highest standard of safety and efficiency 
The B.0.C. service —in complete accord with B.S.1. Code 
of Practice — provides such a service for hospitals through- 
out the country. By quarterly visits, fully trained engineers 
maintain all your medical gas equipment, as well as pipe- 
line installations, at the peak of efficiency — thus reducing 
the possibilities of trouble which may follow from inexpert maintenance. A leaflet fully describing che scope 


of this very comprehensive scheme will gladly be supplied on request 


THE BRITISH OXYGEN CO.LTD 
LONDON & BRANCHE S 
INCORPORATING A. CHARLES KING LTD 











§ 
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BRONCHO-PULMONARY MEDICATION. 


PULMO BAILLY 


Constituents Properties 
GUAIACOL: . . Antiseptic, Leucocytogenetic and Expectorant 
CODEINE : ‘os ¢ 2 eee eo Cough Sedative 
PHOSPHORIC AC ID: . a 6 Tonic and Restorative 


(PAPAL AL AP MD 


— 





LP LP AP APMP Le 


PULMO BAILLY restrains broncho-pulmonary infection, facilitates elimination 
of bronchial secretions, soothes irritating and fatiguing cough, restores appetite, 
nervous and physical tone. 





5 PAP AP AL AL AP AL AD AL AD PME AE AS AP AF AP AP AP AP AL AP APM 


Important in :—Bronchitis and broncho-pulmonary affections, Influenza, 
Bronchiectasis, Tracheitis, Chest congestion of the aged. 





PAP AP AP AP AP AP APD LPL LF 


PACKINGS : Bottle of 90 c.c. Dispensing packs : 16 and 80 fluid ounces 
Clinical Sample and Literature on request 
BAILLY LTD., LONDON 
oncessionaires > BENGUE & CO., LTD., Manufacturing Chemists. 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX. 


QLODDPDDOL LLL AM L 


SPOLETO LO 


J LPAL AP LILI LP LP LP LIAL LP LIAL LP ADAP PME LEAP AP AL AP LILI OLD MEME LE LPAI AP AP AP LILI LOAD PLE LE LP AL LE LEAP PAL LVAD LF 
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REGULAR HABITS are undoubt- 
ediy the basis of satisfactory 
bowel movement in the normal 
individual. Unfortunately, with 
changes in routine, during illness 
or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once lost this habit time is not 


easy to regain, but insistence on a 


regular effort and the provision of 
sufficient bulk to stimulate peri- 
stalsis will do much to help in 


its recovery. 


*PETROLAGAR’ provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely ‘PETROLAGAR’ 
helps the return to habit time. 

Issued in two varieties: Plain, 
and with Phenolphthalein. 


*PETROLAGAR’ Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 
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A new preparation for the treatment of the incipient common 
cold and established nasopharyngeal infections 


‘““PROCID " Nasal Drops are presented as a stable aqueous solu- 


tion containing 5 per cent. sodium propionate and 0.8 per cent. ephe- 
drine hydrochloride. The preparation may be instilled into the nostril 


by means of a dropper, or it may be used in a standard atomizer. 


By virtue of the following properties, *‘Procid” packings : 
is particularly suitable for intranasal use. “ Procid ” Nasal Drops 
@ ic is effective against a wide range of micro- are available in the follow- 
organisms ing packings: 
@ Sensitization effects are not encountered, and the Bottles of 4 fl. oz. with 
compound may be safely administered to patients who have dropper. 
acquired a sensitivity to penicillin or the sulphonamides E 
Bottles of | fl. oz. without 
@ It is non-irritant and non-toxic dropper. 





@ Comprehensive literature and clinical material will gladly be supplied on request 


HARKER STAGG LIMITED 


8 St. George Street, Hanover Square, London, W.1! Telephone : MAYfair 4325 
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FERAZE 


shoes by START-RITE 


‘Inneraze’ shoes for children are to the 
Orthopedic Surgeon as commercial sutures to the 
general surgeon. 
Supplied on medical prescription only, they 
incorporate the necessary surgical alterations for 
the treatment of flat feet (pronation) a 
means of in-built wedging. The wedge is an 
integral part of the shoe, and is located between 
the inner and outer sole. These alterations are 
uniform . . . avoid shoe distortion and consequent 
uneven wear do not mar the appearance of 
the shoe 
These cross-sections show the built-in The Surgeon is relieved of the necessity for 
wedge in position and the buttressed heel. checking up that the “ alterations ” are those that 
The thickness of the wedge is i” or 4” are needed, and of time-consuming supervision 
after each repair 





according to size of shoe. 
For names and addresses of the Stari-rite 
dealers from whom * Inneraze" shoes can be The Managing Director, James Southall & Co. Lid., 


obtained please write to:— 
34 St. George*Street, Hanover Square, London, W.1 


099990999 9006690900000000060000666660605660066606660600006 


r Next Best to Breast-Milk . 


Many Doctors prefer to recommend FRESH Cow’s 
Milk—instead of Dried Milk—for their baby patients. 
The addition of a little of Sister Lauras Food (a simple 
cereal product) makes liquid cow’s milk (undiluted) com- 
pletely digestible by even the youngest and most delicate 
infant. The minute quantity of Sister Lauras Food used 
adds little to the cost of liquid fresh milk. It makes the 
most satisfactory food available for all babies—no matter 
what their station in life. 
2/4 wich enh your Sitauh tables ame sratebie to Miecian of 
From all the Medical Profession. Write to Sister Lauras Food Co 


Chemists Ltd. (Dept. PRA/37), Springfield Works, Bishopbriggs, Near 
Glasgow 


) SISTER LAURAS FOOD 


~“. MODIFIES FRESH MILK FOR BABIES J 
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CONFIDENT CONTROL 


Whether the individual requirements of the 
diabetic patient call for prompt action or 
prolonged effect, cor.fident control of carbo- 
hydrate metabolism can be achieved with 
one of the A.B. Insulins. 


INSULIN A.B. The original unmodified type. 
immediately effective but acting tor a relatively 
short time. 

5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 


GLOBIN INSULIN (with Zinc) A.B. A combina- 
tion of insulin and globin which has a slower and 

more prolonged action than Insulin A.B 
5 c.c. vials (40 and 80 units per c.c.) 


PROTAMINE ZINC INSULIN A.B. A suspension 
of insulin precipitated by protamine which is 
absorbed slowly, thus delaying the initial action 

/- and prolonging the effect for 12 hours and 


'4 iy upwards. 
i ® INSULIN A.B. 5 c.c. vials (40 and 80 units per ¢.c.) 


< 

Wy 10 c.c. vials (40 units per c.c.) 
react wane 

loint Licensees and Manufacturers :- 

ALLEN & HANBURYS LTD. ; THE BRITISH DRUG HOUSES LTD. 





Emergency 
measure.. 


The anticipated effects of glucose as an energiser and restorer are to some extent 





lost if the patient shows a degree of unwillingness to accept it. But the common 
aversion to the sickly, sometimes nauseating, taste of glucose in many of its ordinary 
forms is strikingly absent whenever LUCOZADE is offered. LUCOZADE is so palatable, so 


refreshing, that neither children nor adults ever need urging to take it as prescribed. 


An LUCOZADE 
improved form of glucose therapy 


LUCOZADE LTD*+ GT. WEST ROAD *+ BRENTFORD *? MIDDX 
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INTRAVENOUS IRON THERAPY 


with lower toxicity 


NTRAVENOUS iron preparations have an accepted place 

in modern therapeutics, but the incidence of toxic reactions 
following their use has, in the past, made practitioners wary 
of using them routinely. Prolonged work in the Research and 
Development Departments of The Crookes Laboratories has 
resulted in the production of an intravenous iron preparation 
which, in clinical trials, has demonstrated a high utilisation 
index with almost complete freedom from toxic reactions at 
recognised dosage levels. Crookes Neo-Ferrum Intravenous 
is particularly indicated in those cases of iron deficiency 
anemia not responding to adequate doses of oral iron due to 
a failure to absorb the iron, for those cases intolerant of 
adequate oral iron dosage and certain cases of refractory 
anemia associated with chronic toxic and infective conditions 
such as rheumatoid arthritis. It is also indicated in all cases 
of iron deficiency anemia where it is necessary to raise 
the haemoglobin level rapidly. Crookes Neo-Ferrum 
Intravenous is a specially prepared sterile and stable solution 


of iron oxide standardised to contain 2°, of elemental iron 


Des iplive literature is available on request 


CROOKES NEO-FERRUM (INTRAVENOUS) 


PACKINGS : «. ampoules (each containine 100 me elemental iron) 


THE CROOKES LAPORATORIES LIMITED - ROYAL LONDON NW 1e ) 


4 











THE PRACTITIONER 











ANEW OXYTOCIC 


SANDOZ 


METHERGIN 


Clinically, Methergin shows an oxytocic 
action which is 1.5—2 times more 
powerful than that produced by ergo- 
metrine and has a more prolonged 
duration of effect, lasting up to 8 
hours. It exerts no untoward action 
on blood pressure. 


Methergin, a preparation of methyl- 
ergometrine tartrate, is the result of 
partial synthesis. The addition of this 
compound to the range of preparations 
indicated for the treatment of obstetri- 
eal and gynaecological haemorrhage 
marks a real advance from the clinical 
viewpoint and will be welcomed in a 
world where ergot has become 
extremely scarce. 


Tablets : Ampoules : Oral Solution 


Literature and samples available on 
request 


Sandoz Products Ltd. 


134, Wigmore Street, London, W.1 
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MATERNITY & 


CHILD WELFARE 


Marmite is a protective food supplying essential vitamins 
of the B, complex, which are known to be particularly 
important for growing children. It is recommended 
extensively at welfare centres throughout the country. 


Nutrition surveys have shown that good feeding during 
pregnancy is of supreme importance and an increased 
intake of vitamins of the B, group is often considered to 
be of special value. 


MARMITE e325: cxcrae: 


Jars : |-oz. 8d., 2-oz. |/1, 4-0z. 2/-, 8-oz. 3/3, 16-02. 5/9. Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on application 
THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 








VITA-E 75 1.U 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.|. alpha 
tocophery! acetate. 

This therapy is today extensively prescribed in the U.K. 
Also available a complete range of endocrine and endocrine-vitamin pre 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 


CORTISONE and ACTH). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “‘ BIOGLAN TOLMERS" Literature on request Phone: CUFFLEY 2137 
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A NEW TREATMENT 


FOR 


SENILE VAGINITIS 


Hospital trials of Tampovagan containing stilbcestrol and sulphathiazole have been so 
successful that it has been decided to introduce a new Tampovagan pessary. Oral 
cestrogen therapy, formerly used in the treatment of these cases, often caused dis- 
tressing side effects such as nausea, vomiting, etc., but with this modern Tampovagan 
therapy a quick maximal local effect is achieved without any unnecessary general effects. 
The dose (0.5 mgm. stilbcestrol) is advocated by most authorities. Each pessary contains 
0.5 mgm. stilboestrol and 0.25 gm. sulphathiazole. 
THE TAMPOVAGAN RANGE 
a) Tampovagan with lactic acid, 5%. (e) Tampovagan with penicillin 
(ob & c) hor ~ aaa with ichthyol, 5%, and ichthyel, (f) Tampovagan P.S.S. (penicillin, sulphanilamide 
6. 


and sulphathiazole) 
(d) Tampovagan with choleval | °% (g) Tampovagan with stilbcestrol and sulphathiazole 


Packages of 12 50 and 100 


CAMDEN CHEMICAL COMPANY LTD. 
6! Gray's Inn Road, W.C.| 











Sedative in all Nervous Affections 


ELIXIR GABAIL 


DosaGE : One tablespoonful in water twice or thrice daily. 


As a hypnotic : Two tablespoonfuls at bedtime. 
Supplied in bottles of 187 c.c., 16 oz., and in bulk for dispensing 
THE ANGLO-FRENCH DRUG CO. LTD. 
u-12 GUILFORD STREET 3 LONDON, W.C.1 
a eee ET SS PTR 
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In a wide range of 
common skin disorders 


® PRAGMATAR—the improved 
tar-sulphur-salicylic-acid ointment 
Seborrhoeic Dermatitis —is outstandingly effective in an 
unusually wide range of common 
skin disorders. Its stainless cetyl 
alcohol-coal-tar distillate retains 
Fungous Infections the active components of crude 
coal-tar but minimizes the 
likelihood of irritation, and the 
effectiveness of ‘ Pragmatar’ is 
Eczematous Eruptions enhanced by the special oil-in- 
water emulsion base. Its wide 
margin of safety makes it 
particularly suitable for children. 
®@ Issued in 1-02. collapsible tubes 
Psoriasis 
containing cetyl-alcohol-coal-tar 
distillate 4°, ; sulphur 3°, ; 
salicylic acid 3°,,; in a 
washable base. 
Pityriasis Rosea 








Pragmatar 


Samples and literature on request 


MENLEY &@ JAMES, LIMITED, 123 COLDHARBOUR LANE, LON ON. S.E.5 
for Smith Kline & French International ( ner rade mark * Pragma 


PRP 21 
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GENTLE 
REGULATOR 





As the metronome regulates 
timing and rhythm in music, 
so can Agarol* serve to regulate 
bowel function. A disordered 

tempo disturbs the symphony: the harmony of the 
body is disturbed by a failure to respond to regular 
peristaltic stimulation. Agarol, a stable, odourless, 
pleasant-tasting preparation, mixes freely and uni- 


formly with the intestinal contents and provides the 
three essentials for evacuation 


lubrication, mild peris- 
taltic stimulation and retention of fluid in the faecal 


column. Devoid of the violent, disagreeable effects of 
most evacuants, Agarol produces a soft, smooth, well- 


formed stool characteristic of normal bowel function. 


Through its mild action Agarol helps to re-establish 
normal intestinal function. 





14 oz. bottles available for dis- 
pensing. Not subject to Purchase 
Tax when used on Prescription 








William R. WARNER and @. ttd ower Road,London U4. 
NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THF PUBLIC 
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CLINITEST 


The one-minute tablet test for detecting urine-sugar 


Doctors and diabetic patients | NO EXTERNAL HEAT REQUIRED. The heat is self- 
appreciate the advantages of this  Senerated by the tablet. 
convenient tablet method for RE All essentials fit into a 
detecting urine-sugar. Basedonthe | *™#™ Pocket-size container. a 
same principles as the Benedict SPEEDY—DEPENDABLE. The test takes less than 
.w : y one minute but the sensitivity and reliability are 
Test, ‘Clinitest’ provides a copper- equal to the other standard qualitative copper 
reduction test with all reagents reduction tests. 
compressed in a single tablet SIMPLICITY. There are three simple steps. Place 
five drops of urine in a test tube, 
add ten drops of water. Drop one 
*Clinitest’ tablet into the solution 
‘CLINITEST’ and the N.H.S. and allow thirty seconds for re 
action. Then compare with colour 


* Clinitest ’ sets and refill bottles of tablets comply with scale. 
the official specifications for appliances and reagents for NEW PRICES TO THE PUBLIC: 


Set, including 36 tablets - 10- 


urine sugar analysis which may be prescribed on Form EC10 aaniedndn antes « | oe 

















Supplies now available through good-class chemists, or from the Sole Di-tributors Approved by the Medical 
For full information and medical literature write to 


idvisory Committee 


® DON S. MOMAND LTD - 58 ALBANY STREET, LONDON, N.W.1 of the 


Sole Distributors for Ames Company, Inc Diabetic Association 
A product of Ames Company inc., Elkhart, Indiana, U.S.A. 











Cold Front 


THE RELATION between changes in weather 
and the onset of colds has long been 
recognised. Recent surveys prove that 

a “cold front” is often followed by 
colds and sore throats. Chilling easily 
upsets nasal function so that the precept 
“keep warm” remains valid 

*ENDRINE,” in corj inction with general 
measures, will bring relief and help to 
avoid complications by allowing free 
drainage of purulent secretions 
*ENpDRINE* is available in throe varieties 
Ordinary (0.75°, Ephedrine), Mild (0.5°, 
Ephedrine) and Isotonic (0.5 Ephedrine 
Hydrochloride) 


6 | . i) " 
Endrine Nasal Compound 


Trade Mark 





JOHN WYETH & BROTHER, LIMITED Wueth 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 A sh e 
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Bronchitis 
Winter Cough and 


Sequelae 


There is a vast amount of evidence of the most 
positive character proving the efficacy of Angier’s 
in sub-acute and chronic bronchitis. It not only 
relieves the cough, facilitates expectoration, and 
allays inflammation, but it likewise improves 
nutrition and effectually overcomes the constitu- 
tional debility so frequently associated with these 
cases. Bronchial patients are nearly always pleased 
with Angier’s and often comment upon its sooth- 
ing, ‘‘comforting”’ effects. The unique soothing 
properties of Angier’s, its favourable influence 
upon assimilation and nutrition, and its general 
tonic effects, make it eminently useful both during 
and after infiuenza. It has a well-established 
reputation for efficiency in relieving the trouble- 
some laryngeal or tracheal cough, cerrecting the 
gastro-internal symptoms and combating tne ner- 


vous depression and debility. 


Angier’s Emulsion 


THE ANGIER CHEMICAL COMPANY LIMITED, 86, CLERKENWELL ROAD, LONDON, E.C.1 
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Se 


ANALGESIA 


with 


‘NOVALGIN’ 


Trade Mark. Brand of Nynalgin 


Where salicylates fail, ‘ Novalgin’ will frequently be found 
effective. Its powerful analgesic action is well demonstrated in 
rheumatoid arthritis, muscular rheumatism, sciatica and 
neuritis. ‘ Novalgin’ is a derivative of amidopyrine, available 
in five grain tablets and in 2 ml. ampoules. 


Medical literature will gladly be sent on request. 


GQETTTD PRODucTs irD AFRICA HOUSE KINGSWAY LONDON wC2 


en LE | lime 
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EARLIEST symptoms of 
vitamin B-complex deficiency 
are often difficult to detect 
without exhaustive and far- 
reaching tests. Where 
B-avitaminosis is suspected, 

for example, when the 

patient complains of “ not 
feeling well” but is unable 

to be more specific, administra- 


tion of total B-complex as 





Detecting 
Deficiency 


provided in * BEPLEX is indicated. 
* BEPLEX’ is available in 
two forms— Elixir and Cap- 
sules. Both provide in con- 
venient and complete form 
all the elements of the 
B-complex as contained in 
yeast extract. The Elixir is 
available in bottles of 4 oz. 
and the Capsules in bottles 
of 50. 


C : 
Beplex Elixir and Capsules 


Trade Mark 


JOUN WYETH & BROTHER LIMITED We 
CLIFTON HOUSE, EUS , N.W Lyeth 
SE, EUSTON ROAD, LONDON, N.W.1 
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A New Highly -Soluble 
SULPHONAMIDE 


*‘ Gantrisin’ has proved of great therapeutic 


in numerous clinical trials, 
the following indications : 


value covering 


Urinary infections & Systemic infections 
due to the following : 
B. proteus 


Meningococci 
B. coli Pneumococci 
B. pyocyaneus 


\. 


Streptococci 
acrogenes Staphylococci 
S 

Paracolon, et 


Hl. influenzae, ete 


The chiet advantages claimed are 

High Solubility 

and consequently little danger of renal blockin 
Low toxicity 

and a low incidence of side-reactions 


No need for alkalis or extra fluids 


unless administered in exceptionally large dose 





Available under the crade-mark 


‘GANTRISIN’ 


3:4-dimethyl- ¢-(p-aminobenzene-sulphonamido )-isoxazole 


in labiets of o.§ g., issued i 


bottles of 20 and 100. 


For furt! 


er information please apply to The Med 


ROCHE PRODUCTS 


WELWYN GARDEN 


al Dep irtmen 


LIMITED 


CIT y 
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Releasing the Tension! 


the symptomatt treatment of the many disorders 
sub-hypnotic close ol 


result nev trom nervous stress, 


“AMYTAI ease th tension They provic " 


sustained cerebral depression without diminishing 


| Independent of normally tune 


intellectu Capacity 


Ooses 


tioning kidneys for their elimination, sedativ: 


of “AMYTAL” are entirely destroved within the body 


each day The cumulative effect of longer-acting 


barbiturates giving rise to daytime drowsiness, 


ritability and mental contusior s thus not ex 


1 with AMYTAL.’ lo relieve nervous 


perience 
tension without jeopardising daytime alertness 


prescribe *“AMYTAL. 


the physician can _ safely 


VW TAL = 


AMYLOBARBITONE 


TRADE MARK 


illy 


ELI LILLY AND COMPANY LIMITED + BASINGSTOKE - HANTS 
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»,Urolucosil 


* TRADE MARK 


HUN; fer Seishenamide Thareoy to B.fal 
infections of the Urinary Tract. 





Urolucosil* is 2-sulphanilamido- 
5-methyl-1-thio-3:4-diazole. Eac 
tablet contains O-1G. Urolucosil taken 
by mouth is rapidly absorbed from 
the small intestine, absorption being 
complete in from | to 2 hours. The blood concentration is low and 
Urolucosil is rapidly excreted in the urine; it is almost completely elimi- 
nated seven hours after ingestion 
of O-1G. to O-2G. four-hourly 
per 100 c.c 
acetylated form 


. Lrolucosil, in the recommended dose 

, gives a urinary concentration of about 

20 mg. and appears almost exclusively in an active non- 

rhe high concentration in the urinary tract produced 

by so small a dose ensures a high measure of effectiveness against such 

organisms as B.coli, combined with a remarkable freedom 
effects. In contradistinction from 


from side 


INDICATIONS. 
plicated infections due to 


B.coli and other organisms 


. In uncom- 


1ormal practice with sulphonamides 
the rapid and high concentration of Urolucosil in the urinary tract 
demands a minimum fluid intake 


of the coliform group: 
acute cystitis, acute pye- 
litix, pyelonephritix«, pve- 
litis of pregnancy. Urinary 
tract infections in children 
Neurogenic bladder 


PACKING 
Price to Medical Practitioners — bottles of 
25 tablets, 3/7; bottles of 250 tablets, 
Part 1, S1, SIV. 

Purchase Tax 


29/3 
Poison, 


not subject to 


FORMULA. Each tablet contains 


2-sulphani- 
lamido-5-methyl-1-thio-3 : 4-diazole. O-1C 





No 





PREPARATION HAS EVER BEEN 


William R WARNER and @. td Power Road,Lonaon WF 


ADVERTISED To THE PUBLIC 
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Water-Soluble Analogue of Vitamin K—Boots 





PROTHROMBIN 


——_———— VITAMIN K 


2 In hypoprothrombinemia _ the 
1 Vitamin K is essential for the clotting time of the blood is 
production of prothrombin. increased 





3 Natural Vitamin K in the eut is 4 Deficiency of prothrombin leads 
derived partly from the food and to neonatal hemorrhage, which can 
partly from the intestinal flora be prevented and treated by the 
which synthesize it. Bile is neces- administration ef Water-Soluble 
sary for its absorption. Analogue of Vitamin K - Boots 








Water-Soluble Analogue of Vitamin Injection of Water-Soluble 
K - Boots has advantages over the Analogue of Vitamin h-Boots 
natural vitamin and its oil-soluble Boxes . 12 -y 50x 1 mi 

pAOEE * e as “— ~~ ampouies, each containing 
analogues. It can be given by intra- the equivalent of 10 mg 
muscular injection without local irrita- | Menaphthone, B.P 
tion, and intravenously when a rapid 
-sponse is ired. is Vv ener 
_ required It is also effecti ” Analogue of Vitamin K-Boots 
orally, and is readily absorbed in the ‘ 

, = 7 Bottles of 25 and 100 tablets, 

absence of bile. Literature and further each tablet containing the 


information is available from the Medi- equivalent of 10 mg 
cal Department. Menaphthone, B.P 


Tablets of Water-Soluble 


BOOTS PURE DRUG COMPANY LTD. NOTTINGHAM ENGLAND 
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‘in spite of himself his fingers would move 
te his pilted cheeks until he became 
conscious of what he was doing and 

put his hands down.’ 


J. STEINBECK: THE WAYWARD BUS 





Eskamel’... 


a significant advance in acne treatment 


The adolescent patient, pitifully trying to hide with his 

hand the unsightly acne lesions on his face — the ‘ Acne Salute ’— 
suffers from a skin condition which causes permanent psychological 
as well as physical disfigurement. 


In ‘ Eskamel’, the active ingredients — sulphur and resorcinol — are 
incorporated in a new type of vehicle which enhances their 

therapeutic activity by facilitating intimate contact with the lesions. Being 
flesh-tinted and non-greasy, ‘ Eskamel’ is virtually invisible in use and, 
therefore, ensures the ready co-operation of the patient. 


IMPORTANT. ‘ Eskamel’ should be pre- FORMULA: 

scribed in 1-02. tubes or multiples thereof. | Resorcinol 2%, Sulphur 8%, in 
This preparation is designed to dry quickly, | 

and to prevent evaporation it is issued in | 

specially lined 1-oz. tubes. 


a stable grease-free, flesh-tinted 


base. 


MENLEY & JAMES, LIMITED, {23 COLDHARBOUR ANE NDON 


for Smith Kline & French International Co., owner of the trade mark ‘Eskamel’ 
FMPIIO 
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Amongst the oceans of antacids, 
what points must we plot to 


arrive at the ideal preparation? 
Its action must be non-systemic 
and prolonged; it should neutral- 
ise only excess acidity and thus 
avoid the vicious cirele of over- 
neutralisation followed by ‘acid- 
rebound’; it should not promote 
flatulence by liberating carbon 
dioxide, nor should it promote 
constipation. 
This course steers one inevit- 
ably tothe preparation of choice 
the aluminium phosphate gel 


TRADE MARK 
BENGER LABORATORIES LTD. 
Holmes Chapel, Cheshire, England. 
Holmes Chapel 3112. 
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modern 


treatment of 
varicose conditions 


Modern technique embraces ligature, injection 


and firm compression bandaging 


Suitable compression bandages are: 


Elastoplast Elastocrepe 
Elastolex Elastoweb 
Diachylon / Elastocrepe 
Viscopaste Ichthopaste 
Coltapaste 


(Pl ntiful supple s of all these bandage sare nou available) 


ucls of TT. 3. SMITH & NEPHEW LTD., NEPTUNE S8T., HULL 


, 
ror 
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A natural choice— 
for all ages. 


In every case of illness, the patient’s well-being is 
closely affected by adequate and regular bowel function. 
Accordingly, the selection of a suitable laxative consti- 
tutes a prime necessity in the sickroom. 

‘California Syrup of Figs’ is unrivalled in this field 
of therapeutics. In temporary constipation it secures 
easy and effective elimination. When bowel irregu- 
larity has become chronic, ‘ California Syrup of Figs’ 
may confidently be employed to restore the rhythm of 
intestinal function. 

Exceptional palatability, simplicity of dosage and 
gentleness of action makes ‘ California Syrup of Figs’ 
the natural choice for young and old alike. 


ow California ,, 


Syrup of Figs’ 


REGO. 


1, WARPLE WAY, LONDON, W.3. 
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MODERN 
REMEDIES 
FOR WINTER 
COMPLAINTS 


| PAVACOL Cough Syrup 


A new outstanding product containing papaverine, codeine, 
aromatics and expectorants. A powerful and palatable sedative 
for controlling coughs of all kinds in children and adults and for 
relieving the symptoms of the common cold. 

Issued in bottles of 4 ozs. 








[| ADAPR EN | for Chilblains 





“One ADAPRIN tablet t.d.s.” is now a favourite prescription 
among doctors for the speedy treatment of chilblains—one or 
two tablets usually preventing a recurrence of symptoms. Its 
modern composition also counteracts deficiency states of vitamins 


K and PP. 
Acetomenaphthone 10 mgm 
Nicotinamide.. 50 mgm 
In each tablet 


Containers of 25, 100 and 500 





Clinical samples and literature for both products on request 
cf 
WARD, BLENKINSOP & CO. LTD. 


6 HENRIETTA PLACE, LONDON, W.1 
LANgham 3185 Duochem, Wesdo, London 
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ON PRESCRIPTION 


The restrictions on * Chloromycetin* previously imposed by 
the Ministry of Health have now been removed and the new 
antibiotic may be prescribed for any of the wide range of 
infections which respond to this drug. 

Over 500 published reports confirm the value of * Chloro- 
mycetin” in typhoid and typhus fevers, bacillary and coccal 
urinary infections, bacterial and virus pneumonias, undulant 
fever, whooping-cough, salmonellosis (food-poisoning), infantile 
gastro-enteritis, simple and complicated surgical infections 
laryngo-tracheo-bronchitis and herpes zoster. Limited clinical 
experience has suggested its wider application in gonococcal 
infections, syphilis, prostatitis, epididymitis, ulcerative colitis, 


trachoma, mumps and chicken pox 


‘ Chloromycetin’ is administered orally in capsules of 0.25 gm. 
In most conditions, 3 gm. daily, divided into doses given at not 


more than 8-hour intervals, is adequate. 


In vials of 12 capsules of 0.25 gm., on prescription only 





PARKE, DAVIS & COMPANY 


HOUNSLOW, MIDDLESEX HOUnsiow 2361 Inc. U.S.A., Liability Ltd 
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all conditions of 
the respiratory tract 
characterised Y 


Coughing | 


TERPOIN Elixir has long 

enjoyed high reputation 

with physicians throughout Great Britain and 
overseas for the effective relief it affords in all 
conditions of the respiratory tract characterised 
by excessive coughing. TERPOIN is presented in 
a palatable syrup base of bright golden colour and 
is well-tolerated and accepted by young and old. 
It is expectorant, mildly antiseptic, sedative and 
does not induce cerebral depression. 


TERPOIN is thus indicated in the distressing and 
exhausting “night cough” so frequently associated 
with acute and chronic bronchitis, bronchial asthma 
and pulmonary tuberculosis. Alleviation is prompt 
and restful, recuperative sleep, so valuable in the 
treatment of such conditions, is ensured. 


DDD DP 


Clinical samples and literature 
gladly, on request. 


TERPOIN 


Anti-Tussive Elixir 


0 
0 
0 
0 
0 


HOUGH HOSEASON & CO. LTD - CHAPEL STREET - MANCHESTER 19 
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ae, f Pdelicious. 
Concentrated, 


Vitamin Food 
of the 


Highest Quality 


A Product of the Ovaltine 
Research Laboratories 


O the physician requiring a product 
which incorporates important vita- 
mins in a form acceptable to every 
patient, ‘Vimaltol’ presents special 
advantages. 

*Vimaltol’ is made from specially 
prepared malt extract of high protein 
content, yeast—one of the _ richest 
sources of vitamin B—and Halibut 
Liver Oil, an important source of vita- 
mins A and D. It is also fortified with 

additional vitamins and mineral salts, and has 
a delicious orange flavour. 

*Vimaltol’ is thus an important aid in the 
treatment of the many abnormal conditions 
resulting from the deficiency of one or more of 
the essential vitamins in the average everyday 
dietary 

The routine use of ‘ Vimaltol’ helps normal 
development of the growing organism and the 
maintenance of correct metabolism, while 
raising the general resistance against infection. 








A liberal supply for clinical trial sent free on request 
A. WANDER LTD., 42 Upper Grosvenor St., W.1 


The Ovaltine Factory in a Country Garden 
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The House of Wander continues to 
Researeh maintain its advanced position in 

pharmaceuticals and quality food pro- 
ducts because strict standardization of all ingredients during manufacture is 
backed by constant control and research in its extensive research 
Laboratories. 


The Wander research chemists 
In Qualit have made important contribu- 

tions in the fields of dietetics, 
nutrition and vitamins. Devoted constantly to the specialized study of food 
research, their wide experience and up-to-date laboratory facilities ensure 
that the quality of Malt Extract and Cod Liver Oil (Wander) is of the 
highest obtainable standard—in fact, its vitamin content exceeds that of the 
analogous B.P. preparation. 





The special consideration of physicians when prescribing a malt and oil 
preparation is that of vitamin values. Comparative studies prove that to 
prescribe “ Wander” Brand is to specify malt extract and cod liver oil of 
the finest possible quality. 


Meticulous control and 


A na Eeon omy advanced laboratory 


work maintain “ Wan- 
der”’ Brand in the forefront of its class. Moreover, with all its special 
advantages, “Wander” Brand costs no more than some malt and oil 
preparations with a lower vitamin content. And since its vitamin content 
exceeds B.P. standards, it may be prescribed without restriction for theraveutic 
purposes on N.H.S. scripts, thus:— 


OK Malet « Oil (wanper) 


A. WANDER \ getty eee ))))))) LONDON 
LIMITED SF ye & War 


Laborotories, Farms ond Factory: King’s Langley, Herts. j 


SS 


SESE ERE ris 


SSS SS OOOH EEE EES EE HESS EEE EEEEEE EEE SESE EE EEO: 
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Mitre... 


AND FREE 


FROM PAIN 


When the burden of pain proves too heavy, mental outlook becomes 
distorted, in such a case the drug of choice is ‘Physeptone’ which gives 


satisfactory analgesia while leaving the mind clear 


‘PHYSEPTONE. 


AM:IDONE HYDROCHLOR DE 


5 nal THE ESTABLISHED ANALGESIC 
( 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Amisyn 
Tablets 


COMBINING 




















@ ACETOMENAPHTHONE B.P. 10 mg. 


@ NICOTINAMIDE B.P. 50 mg 


FOR 
Chilblains 


Write for literature and 
samples to 


THE 


a 
firmour Laboratories 
LINDSEY STREET - LONDON - E-C:1 


Telegrams : 
“ARMOSATA-PHONE” 
London 


Telephone : 
CLERKENWELL 
9011 
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BOOK LOSS BE 


An increasingly 
important factor in 
the treatment of 


és PEPTIC ULCERS ™~ 
/ SKIN DISORDERS \ 
{ FATIGUE AND ASTHENIC STATES 
BLOOD DYSCRASIAS 
{ ACUTE INFECTIONS 
WOUNDS AND FRACTURES 
GUM INFECTIONS f 


~~, a 


\ 
3 
3 
: 
F 


In all these maladies valuable results from the use of 
natural vitamin C, in the form of Ribena, are con- 
stantly being reported—even in obstinate cases. Ribena 
is the pure undiluted juice of fresh ripe blackcurrants 
with cane sugar. It is delicious to take and, being freed 
from all cellular structure of the fruig, will not upset 
the most delicate stomach. It is exceptionally rich in 
natural vitamin C (not less than 20mgm. per fluid 
ounce) and associated factors. 


Ask your secretary to write for more detailed 
information now 


Ribena 


(RIBES NIGRA) 


BLACKCURRANT SYRUP 


Rich in natural Vitamin C 


*K 


H. W. CARTER & CO. LTD. (Dept. 5.1), 
THE ROYAL FOREST FACTORY, COLEFORD, GLOUCESTER 


EIRE: Inquiries should be addressed to 
Proprietaries (Eire) Ltd., 17/22 Parkgate Street, Dublin 
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In spite of the increasing institutionalization of midwifery, there are still 
many general practitioners who find a special interest in the obstetric 
activities of their practices. The time may come, rightly or 
The wrongly, when all normal midwifery is in the hands of mid- 
Symposium wives and all abnormal cases in the hands of obstetricians, 
but for the next few years to come most of the care of preg- 
nant and parturient women will be the responsibility of the general prac- 
titioner. In planning this symposium on ‘midwifery in general practice’ 
we have laid emphasis upon those complications of pregnancy and labour 
in which early detection plays a particularly important part. Threatened 
abortion, the toxemias of pregnancy, diabetes mellitus in the pregnant 
mother—in all, the greater part of successful treatment lies in the condition 
being recognized at a stage when treatment is likely to be of avail. Closely 
linked with these is the question of the induction of labour, one of the 
oldest of obstetric measures but one which has provoked more difference of 
opinion among the experts than almost any other obstetric procedure. Of 
equal importance, although not usually of the same serious import, is the 
care of the elderly primigravida, and we are particularly glad to be able to pub- 
lish an article on the subject based upon the extensive experience of the 
Rotunda Hospital. ‘Obstetric anzsthesia’, which to many of us still conjures 
up visions of Sir James Y. Simpson and chloroform, has undergone an in- 
teresting metamorphosis of recent years since anesthesia came into its own 
as a highly technical specialty. As pointed out by Professor Pask, it is clear 
that the somewhat bewildering choice of anesthetics now recommended for 
this purpose reinforces the value of the old teaching that the man in practice 
should use the anesthetic of which he has most experience and which best 
fits in with the conditions under which he practises his art. 


THE general custom for consultants and specialists to monopolize the pages 
of medical journals has always tended to give an unbalanced picture of 
disease. Fortunately for all concerned, the vast majority of patients 

G.P.’s_ seldom need to go further than the general practitioner. It is only 
Forum the serious or complicated or difficult case which, as a rule, is seen 
by the consultant or is admitted to hospital. The recent introduction 

of morbidity surveys may in due course rectify this lack of balance, but even 
they can never give a true picture of the health of the nation. Many factors 
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have undoubtedly contributed to this reluctance on the part of general 
practitioners to record their experiences. Chief among these has been the lack 
of time for anything but the running of the practice, a state of affairs which 
has been unpleasantly accentuated since the introduction of the National 
Health Service. In an attempt to rectify this state of affairs, whereby the 
greater part of the data of clinical medicine goes unrecorded, we are intro- 


ducing this month a feature entitled ‘General Practitioners’ Forum’. This 
will consist of short articles by general practitioners, based upon their own 
experience in practice. ‘The section will not necessarily appear every month, 
but will be repeated as often as sufficient material is received. Much practical 
wisdom and knowledge die unrecorded in the files of the general practitioners 
of the country, and we trust that the initiation of this section will encourage 
many practitioners to make this available to their fellow practitioners as well 
as to their consultant colleagues. Elaborate lists of references are not re- 
quired. What we are anxious to have are the personal records of the men 
and women who day in and day out, often without adequate recognition, 
see sick and ailing humanity and guide them back to the enjoyment of 
good health. 


IT is an interesting, if distressingly unpleasant, commentary upon the present 
state of world affairs that the premier medical journal of the United States of 
America should have felt it necessary to offer the hospitality 

Tolerance of its editorial pages to Mr. John Edgar Hoover, the Director 
and of the Federal Bureau of Investigation of the U.S. De- 
Intolerance partment of Justice, for a ‘guest editorial’ on the dangers of 
Communism (Yournal of the American Medical Association, 

November 25, 1950, 144, 1094). In the course of his editorial, Mr. Hoover 
appeals to the physicians of his country to help in the protection of the 
nation’s internal security by reporting immediately to the F.B.I. any in- 
formation which comes into their possession which might help towards 
defeating the Communist challenge. To those of us who have been born and 
bred in that love of freedom which has been Britain’s greatest contribution 
to civilization, the mere idea of penalizing a man because of his political be- 
liefs is anathema. But times have changed, and we are now faced with an 
infinitely more difficult moral problem than our forefathers ever encountered. 
The dividing line between freedom and anarchy has now become so blurred 
by the unscrupulous propaganda of the modern totalitarian state that in 
order to maintain our freedom of thought, speech and action we must be 
prepared to outlaw certain schools of thought. So long as the propagandists 
of Communism persist in their efforts to mislead the masses by representing 
their faith as an ideology compatible with loyalty to one’s country, then so 
long must those in authority exercise the duty of ensuring that the adherents 
of this ideology do not undermine the security of the country. For it is only 
in the security of these Islands that lies our hope of maintaining our present 
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standards of conduct and thought. As members of the medical profession 
who, on qualifying, solemnly subscribed to the Hippocratic Oath, we have a 
double duty—to our patients and to our country. We have recognized 
neither race nor creed nor colour in our professional capacity, and the 
fundamental freedoms have meant more to us professionally than to many 
other sections of the community. It is therefore all the more incumbent 
upon us in these days when mass hysteria is so liable to come simmering to 
the surface, to ensure that, in respecting the solemn words of the Oath to 
which we have subscribed, we should not forget our duties as citizens. On 
the other hand, we must not forget that the confidences of the consulting 
room and the sickroom must never be lightly divulged. 


WE are glad to see that Mr. Basil Henriques has once again drawn attention 
to the potentially harmful effects of the employment of married women who 
have children. His plea that it would be far better if, instead of 

Women providing free wigs and teeth, the welfare state gave adequate 
in allowances to widows so that they had no need to work to 
Industry support families, will strike a responsive chord among doctors, 
even though it will probably fail to penetrate the bureaucratic 
otosclerosis of Whitehall. The whole manner in which the problem of the 
employment of married women has been handled since the war is typical of 
the panic planning which has characterized so much of the present Govern- 
ment’s policy. Manpower was in short supply; therefore mobilize woman- 
power to ensure that the maximum production should be achieved. From 
the point of view of the armchair political economist probably an excellent 
idea, but what of its long-term effect? Are our present rulers more interested 
in immediate economic advantages than in the maintenance of what has 
always been considered to be one of the foundations of the State—the 
family? Is motherhood to be sacrificed for the sake of political theories? If 
married women are to be inveigled into industry by tempting monetary 
gains, the sequel seems inevitable: broken family life and delinquent children. 
The dignity of motherhood can never be retained if the process of begetting 
children is considered to be an industrial handicap, and the moment a 
woman has recovered from childbirth she is rushed back to the factory 
while her children are gathered into créches and day nurseries. What pre- 
cisely is the difference between this and the child-farms of Soviet Russia of 
which so much has been written at various times? There is no question 
here, of course, of suggesting that women are not capable of playing their 


part in the industrial and economic development of the country. For the 
spinster, the childless wife and the middle-aged wife such work offers ample 
scope, and full advantage should be taken of their skill. But if we have the 
ultimate welfare of the nation at heart, then the mother with children must 
be looked upon as fully employed in the care and supervision of her children. 
Only in such a way can we keep intact the dignity and sanctity of family life, 
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Ir was recently our privilege to visit the Sungei Buloh leprosy settlement in 
Malaya when the inmates gave a farewell concert on the occasion of the 
departure of the medical superintendent and his wife, Dr. and 
Leprosy: Mrs. Molesworth, for long leave in England. The occasion was 
The one which we shall never forget. An outstanding memory is of 
Brighter the zest and joy with which the patients gave the concert. From 
Outlook the stirring march by the Settlement band with which Dr. 
Molesworth and his guests were welcomed, to the playing of 
Auld Lang Syne and the National Anthem with which the concert ended, the 
pace never slackened. Whether it was the singing of nursery rhymes in 
English by the primary class of the Settlement school, or the ‘joint camp 
fire’ as presented by the scouts and guides, there was the same happy 
abandonment of childhood as is found among any collection of healthy 
children. The series of plays by the different Settlement clubs—the Malay, 
the Indian, the Chinese, and the Green Room clubs—was interspersed by a 
variety of turns which would have done credit to any amateur society in the 
United Kingdom: a young man who crooned negro spirituals to the ac- 
companiment of a banjo; a harmonica sextet, and a charming trio of Chinese 
girls singing in unison. It was all a wonderful demonstration of how much 
can be done to alleviate the way of the leprosy patient. What was even more 
encouraging to the medical onlooker was the demonstration that the whole 
visit provided of the extent to which the lot of the victim of leprosy has been 
improved of recent years. Much remains to be done before a ‘cure’ for 
leprosy is discovered, but there can be no doubt that recent advances in 
chemotherapy have gone far towards bringing leprosy under control and 
removing the stigma with which centuries of prejudice have outlawed it. 


THE worst about scientific advance is that we never know where it will lead 
us. We hoped that television would bring culture to our homes; we see it 
threatening to become the universal de-educator of the future, 
Minor _ turning our children into voiceless visual morons. Earlier we 
Surgery hailed the aeroplane as the uniter of nations; we find it the 
up to Date most efficient disseminator of destruction. We hoped that 
flight would enable man to study the manners and customs 
of his fellow men in other countries; we find it leads to a suburbanization of 
the beauty spots of the world, all of which are sprouting villas, dance halls 
and hotels of identical design, often under the same management. It seems 
that air travel has proved a modifying factor even in medicine. One Friday 
in October last an American business man twisted his right ankle on the 
steps of a New York hotel. The following Monday he consulted a surgeon 
in Zurich, because the swelling and pain were increasing. On Wednesday he 
was X-rayed in Amsterdam. On Thursday evening he started home, and on 
Saturday was admitted to hospital in Baltimore. All very modern and 
efficient. 
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By MARGARET FAIRLIE, M.B., Cu.B., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University of St. Andrews; 
Obstetrician and Gynecologist, Royal Infirmary, Dundee. 


INDUCTION of labour means the artificial stimulation of uterine contractions 
so that labour supervenes. It is the treatment adopted in selected cases if 
the continuation of pregnancy until term would cause danger to the mother 
or child. Premature labour may be induced any time after the child is 
viable, i.e., after the 28th week, but the more premature the child, the less 
are its chances of survival, and for that reason it should be delayed as long 
as possible, provided the delay is not prejudicial to the mother. Labour may 
also be induced at term, or if pregnancy has exceeded the calculated date. 

Induction of premature labour by rupture of the membranes for the 
treatment of minor degrees of contracted pelvis is associated with the name 
of Thomas Denman (1733-1815). This method of treatment originated at 
a meeting of London obstetricians in 1756. Although the first operation was 
successfully performed by Dr. Macauley on the wife of a linen draper in the 
Strand, Spencer (1927), referring to ‘this purely English operation’, states 
that it was chiefly due to Denman’s adoption and judicious advocacy that 
the method became a favourite one in this country long before it was 
accepted abroad. Denman (quoted by Thoms, 1935) states in his ‘Intro- 
duction to the Practice of Midwifery’ that ‘since spontaneous premature 
rupture of the membranes may bring forth a living child, the casual events 
of practice first inspired the notion . . . to imitate by art what not infrequently 
happens naturally’. 

Spiegelberg (1888) writes that the principle on which the operation is 
based is such a natural one as scarcely to need any justification. Admitting 
that the operation originated in England, he continues that ‘it was doubtless 
the reaction against the addiction of English obstetricians to those modes of 
delivery which sacrifice the foetus that led to its being generally adopted in 
that country’. He claims, however, that to German midwifery belongs the 
honour of having perfected the technique of the operation, and of having 
defined its indications. 

INDICATIONS 


Although the operation of induction of labour is technically easy to perform, 
it is not free from risk. The response of the uterus may be uncertain and 
slow, and the indications for this method of treatment must therefore be 
defined clearly. 

Pre-eclamptic toxemia.—The main indication for the induction of pre- 
mature labour is pre-eclamptic toxemia, to prevent the occurrence of 
eclampsia and of the intra-uterine death of a viable foetus. Evidence that 
the disease has not been checked by the treatment of rest and a salt-free diet 
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is shown by the blood pressure which continues to rise or which rises 
suddenly, by an increasing albuminuria, and a decreasing urinary output. 
If pregnancy has reached the 37th week, which is common, induction of 
labour offers a reasonable prospect that eclampsia will be prevented and that 
a live baby capable of survival will be secured. If the severity of the disease 
is established before the 37th week, or if the additional serious symptoms of 
frontal headache, visual disturbances, and epigastric pain set in, the more 
rapid method of terminating pregnancy by Czsarean section should be 
considered. 

Essential hypertension.—Pregnant women suffering from hypertension 
may with careful supervision go to term and deliver themselves of a living 
child. A favourable outcome may be anticipated if the blood pressure falls 
in the second three months and remains at the lower level for the remainder 
of pregnancy. Pre-eclamptic toxemia may be superimposed on essential 
hypertension: Browne (1947) gives the risk as being seven times greater 
than in the non-hypertensive woman. When this occurs the pregnancy 
should be terminated without undue delay. Whether the interests of both 
mother and child would be better served by induction of premature labour 
or by Cesarean section, requires careful consideration in each individual 
case. 

Cephalo-pelvic disproportion.—Too many needless inductions of pre- 
mature labour have been practised in the past in the management of the 
primigravida with the high head. This opinion is held by all who have 
watched with satisfaction the engagement and descent of the head and a 
spontaneous delivery, following an unpromising onset of labour. At one time 
attention was focused almost entirely on the pelvic measurements, and an 
estimation of the size of the head relative to the brim of the pelvis was 
neglected. The term cephalo-pelvic disproportion, now used in preference 
to contracted pelvis, is self-explanatory and gives equal emphasis to both 
conditions. 

Induction of premature labour for the management of a minor degree of 
disproportion in a primigravida has been largely replaced by trial labour. 
Kerr and Moir (1949) state that induction in such cases is haphazard, and 
they advocate a trial labour. ‘Titus (1945) has abandoned induction since he 
found that a high percentage of full-term infants was delivered successfully 
through small pelves. Browne (1946) believes that if the operation is per- 
formed at the end of the 37th week, the mother is saved a long and often 
exhausting trial labour. He points out, however, that the method leads to a 
great deal of unnecessary and dangerous interference, and that a large pro- 
portion of women induced for supposed disproportion would deliver them- 
selves easily if left alone. 

The multipara with a previous difficult forceps extraction may have a safe 
and spontaneous delivery if labour is induced. The operation should not be 
considered before the 37th week, and then only if the cervix is favourable 
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for induction and if the head can be made to fit into the brim by the Munro 
Kerr manipulation. 

Prolongation of pregnancy: Postmaturity.—T hese two obstetrical problems 
are considered together, although the second is not the inevitable sequel of 
the first. It does not follow that the woman whose pregnancy continues two 
or three weeks after the calculated date will produce a postmature baby, 
grossly overweight, with advanced ossification of the skull bones; even at 
that date the baby may be of average weight and the labour easy. If this fact 
were fully appreciated many so-called overdue pregnant women would be 
spared the physical discomfort of repeated medicinal inductions, many of 
which fail to achieve their purpose. Wrigley (1946), discussing the problem 
of postmaturity at length, makes a strong plea for careful assessment in each 
case. If a woman has exceeded her calculated date, artificial stimulation of 
uterine contractions may be considered only if the condition of the cervix 
indicates that the onset of labour is not far off. 

Antepartum hemorrhage.—The majority of cases of antepartum hamor- 
rhage are successfully treated by induction of labour: an important minority 
require Cesarean section. An accurate diagnosis between accidental hemor- 
rhage and placenta previa is imperative for the correct choice in the treat- 
ment of each. The only way to make an accurate diagnosis is to insert a 
finger through the cervix, and by so doing placental tissue may accidentally 
be separated, resulting in alarming hemorrhage. The danger of performing 
a vaginal examination in a private house in any case of antepartum hemor- 
rhage is thus obvious. The need for immediate transfer to a hospital is 
emphasized, where on admission a full blood examination is made in 
readiness for a blood transfusion. A vaginal examination is made with a 
speculum, exposing the cervix to exclude a coincidental cause of bleeding, 
such as a polypus. Digital examination of the cervical canal is postponed, 
avoiding disturbance of a possible placenta previa. 

This expectant treatment is adopted in an attempt to prolong the preg- 
nancy and to secure a more mature child. Under careful supervision in 
hospital, which entails absolute rest in bed and repeated hamoglobin 
estimations so that blood transfusions may be given when or if required, the 
mother’s life is not endangered. Macafee (1946) has shown the pre-eminent 
success of this treatment; since its adoption he has reduced the feetal death 
rate from 58 per cent. in 1937 to 6.4 per cent. in 1945. Digital examination 
of the cervical canal is made about the 37th week, and it is carried out in an 
operating theatre fully prepared for a Cesarean section, the treatment of 
choice in the more pronounced forms of placenta previa. Partial placenta 
previa and accidental hemorrhage are treated by induction of labour 
(rupture of the membranes). 

Diabetes mellitus—The risks to the pregnant woman suffering from 
diabetes mellitus have been reduced to a minimum since the discovery of 
insulin and collaboration with the physician in the care of these patients. 
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The infant mortality rate still remains too high, either as intra-uterine death, 
fresh stillbirth, or neonatal death. An abnormally large child and the in- 
creased tendency to pre-eclamptic toxemia in pregnant diabetics are two 
important factors responsible for the high death rate. If there is evidence 
that the child is above normal size, pregnancy is terminated at the 37th week 
by the induction of premature labour or by Cesarean section. The symptoms 
of pre-eclamptic toxemia appear about the 37th week. By inducing labour 
at this time toxemia may be avoided and the baby born alive. A proportion 
of neonatal deaths are due to the higher incidence of prematurity associated 
with induction of premature labour. It is acknowledged that in these cir- 
cumstances, some babies who thus escape intra-uterine death may die in 
the neonatal period. 

Cardiac disease.—Although the authors of many textbooks on obstetrics 
continue to include cardiac disease as one of the maternal indications for 
induction of premature labour, all agree that it is seldom, if ever, practised 
in this condition. The modern treatment of heart disease in pregnancy 
entails careful supervision, cooperation with the physician, digitalis, and 
prolonged rest. Labour in these cases is often rapid and uneventful, and as 
a general rule it may well be allowed to start spontaneously. 

Hydramnios.—During pregnancy the symptoms of hydramnios, mainly 
due to pressure, vary with the degree of overdistension of the uterus. During 
labour, uterine inertia and postpartum hamorrhage are possible complica- 
tions. The chief danger to the child is prolapse of the cord, which may 
accompany the sudden gush of large quantities of liquor amnii following 
spontaneous rupture of the membranes. To avoid this accident, high punc- 
ture of the membranes at the 37th or 38th week of pregnancy allows a 
gradual escape of liquor amnii and the sinking of the presenting part into 
the brim. 

Erythroblastosis fetalis.—In theory, the rhesus-negative mother with 
antibodies is a suitable candidate for induction, the infant thus being spared 
a prolonged period of exposure to their effects. Recent experience has shown, 
however, that labour often begins spontaneously at a date earlier than ex- 
pected, whilst in other cases, the condition of the cervix precludes an at- 
tempt at surgical induction. It is also appreciated that there is no very clear 
relationship between the titre of antibodies and the clinical state of the child 
at birth. In general, it may be concluded that such cases are usually best left 
to nature, although the patient may, with advantage, be admitted to hospital 
in the later weeks so that preparation for replacement transfusion may be 
made as soon as labour starts. 


METHODS OF INDUCTION OF LABOUR 
Many methods of inducing labour have been advocated, but few are now 
employed. The latent period, the time interval elapsing between the in- 
duction and the onset of labour, is uncertain in all the methods. If the 
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condition of the mother or child demands immediate termination of preg- 
nancy, Cesarean section should be adopted in preference to induction. If 
certain criteria are observed in the selection of cases a response in uterine 
contractions may be looked for within six to eighteen hours. The vertex 
should be presenting and sinking into the brim. The cervix should be soft 
and almost completely effaced, and the os dilated sufficiently to allow easy 
access of one finger, a condition described by American authors as ‘ripe’. 
The nearer to term induction is performed the earlier the response is likely 
to be. It is proposed to discuss the methods employed in the obstetrical unit 
of the Royal Infirmary, Dundee; namely, medicinal induction and surgical 
induction. 

Medicinal induction.—Castor oil as a means of bringing on labour pains 
has been known to, and used by, the laity for many generations. Watson 
(1922) combined castor oil with quinine and pituitary extract. It is now 
agreed that Watson’s original total doses of quinine (30 grains = 2 g.) 
and of pituitary extract (3 ml.) were unnecessarily high and not without 
danger. Quinine may produce toxic symptoms in the mother and in the 
child: pituitary extract may cause the uterus to contract violently and even 
to rupture. For these reasons quinine is withheld in some maternity hos- 
pitals: pituitary extract in others. Both quinine and ‘pitocin’ in reduced 
doses are used in this unit. A convenient routine is as follows: 

3 p.m. Castor oil, 2 ounces (57 ml.) 

4 p.m.: Quinine sulphate, 5 grains (0.32 g.) by mouth. 
5 p.m.: Enema, followed by hot bath. 

6 p.m.: Quinine sulphate, 5 grains (0.32 g.). 

On the following morning, if labour has not started, pitocin, 3 minims 
(0.18 ml.), is injected at half-hourly intervals up to three or four injections; 
it is discontinued if labour has begun after the first or second injection. 

The method is successful in a percentage of cases when term has been 
reached or passed, and if the above-named criteria are present. Repeated at- 
tempts at medicinal induction should strongly be deprecated, and failure to 
induce contractions by this method should be followed by a surgical in- 
duction if there is a well-defined reason for the termination of pregnancy. 

Surgical induction.—Labour may be induced surgically by: (a) puncture 
or rupture of the membranes; (b) insertion of a solid rubber bougie within 
the lower uterine segment. The operation of surgical induction should not 
be undertaken in domiciliary practice. It requires the stringent application 
of aseptic and antiseptic principles, difficult to fulfil and to maintain in a 
private house. If there is delay in the response of the uterus a state of 
anxiety is created in the mind of the patient, which is more easily controlled 
under close personal supervision. 


PUNCTURE OF THE MEMBRANES 


This, the oldest method of induction of labour, fell into disfavour when 
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Kraus, about the middle of last century, advocated the introduction of the 
gum-elastic bougie into the uterus. He argued that puncture of the mem- 
branes produced the dry labour and all its evils—inertia, prolonged labour 
and a high foetal mortality—and that his method was superior because it 
preserved the membranes intact. That these misfortunes are associated with 
spontaneous premature rupture of the membranes is not due to the absence 
of the forewaters but to the abnormality responsible for the early rupture: 
malpresentation, disproportion. Experience of the artificial rupture of the 
membranes has shown that the membranes do not play the important part 
in the dilatation of the cervix that was formerly supposed. Further, when 
the operation is performed in properly selected cases, labour is often shorter, 
the necessity for instrumental delivery is not increased, and the incidence of 
maternal morbidity and feetal mortality is no higher than in spontaneous 
labour. 

Technique.—The membranes may be punctured below or above the head; 
the latter method is advocated by Drew Smythe (1931, 1949), who devised 
a special catheter with stilette for the purpose. The forewaters are thus pre- 
served intact, and he claims a reduced risk of infection. A male metal catheter 
is adequate for low puncture. 

Anesthesia is rarely necessary unless the patient is nervous, when trilene 
inhalation gives sufficient relaxation. ‘The preparations are those required 
for a forceps delivery: the lithotomy position; vagina, vulva and perineum 
swabbed; sterile towels draped in the usual fashion; the operator wearing 
mask, sterilized gown and gloves. The membranes are first stripped by 
sweeping the finger round the lower uterine segment as far up as possible. 
The catheter is guided towards the head and gently forced through the 
membranes, allowing a considerable quantity ot liquor amnii to escape. Low 
puncture is safer when low implantation of the placenta is confirmed or 
suspected, thus reducing the danger of further separation which the passage 
of the catheter upwards might engender. 

The Drew Smythe catheter, specially adapted for high puncture, is 
guided above the head, the stilette pushed through the membranes and 
withdrawn, liquor amnii escaping from the end of the catheter. High punc- 
ture should be adopted in hydramnios to allow the liquor to drain slowly. 

Solid rubber bougie.—The insertion of a solid rubber bougie is an adapta- 
tion of Kraus’s method, but whereas his gum-elastic bougie was slipped 
upwards between the membranes and the uterine wall, the rubber bougie 
remains in the lower uterine segment. Kraus’s method is no longer in use, 
its chief disadvantages being its uncertainty and the fact that the bougie 
might remain in the uterus for two or three days before the onset of labour; 
this was a serious handicap in the pre-sulphonamide and pre-penicillin era. 
Kraus’s principle of preservation of the membranes is maintained by coiling 
the rubber tube in the lower uterine segment, with less danger of carrying 
infection upwards. 
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The method has been employed with success in this unit in a limited 
number of cases when termination of pregnancy was desired, but when the 
cervix was not effaced and the os was closed, both being contraindications to 
puncture of the membranes. It is generally possible to insinuate the tube 
into the cervix without a preliminary dilatation with metal dilators, and it is 
thereafter coiled in the lower segment. Displacement of the presenting part 
has not occurred in this limited series. The introduction of a toy balloon, 
sterilized by boiling, or a pig’s bladder obtainable in sterilized glass tubes 
ready for use, follows the same principle. 


THE BABY 


The hazards to the baby during delivery must not be overlooked in a 
consideration of the induction of premature labour. At the 37th or 38th 
week the foetus is approaching full maturity, and with reasonable care it will 
survive. Previous to this date the earlier the induction the greater the risk, 
and before the 34th week the infant mortality is very high. Sedatives, such 
as morphine administered to the mother during labour, increase the ten- 
dency to asphyxia; resuscitation is difficult and the liability to atelectasis 
and subsequent respiratory infection is increased. Such drugs must therefore 
be withheld. Cerebral hemorrhage may result from moulding of the soft 
bones of the vault, and even more from long-continued pressure of the soft 
parts. A timely episiotomy prevents the undue lingering of the head on the 


perineum. 


CONCLUSIONS 
Induction of labour continues to hold an important place in the management 
of certain obstetrical complications. The method is not free from risk and it 
should be employed only when the maternal or feetal indications are clearly 
defined and when certain criteria are strictly observed. 
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TREATMENT OF THREATENED ABORTION 


By JOHN STALLWORTHY, F.R.C.S. 
Director, Area Department of Obstetrics and Gynaecology, United Oxford Hospitals. 


WHEN at last the new car is delivered, resplendent in chromium and glisten- 
ing cellulose, there is a natural temptation to make a few visits which 
yesterday seemed unnecessary. ‘Old Faithful’, looking more battered and 
dejected than ever, occupies the back of the garage and reflects sadly on the 
fact that time will show whether the interloper has a better performance or 
greater reliability. 

In much the same way, with the increasing publicity given to hormone 
therapy and the multitude of new and better preparations from which to 
choose, the family doctor is tempted to forsake old and faithful therapeutic 
friends in the zest of trying something new. The treatment of threatened 
abortion well illustrates this tendency. Conflicting advice comes from many 
different sources: ‘Encourage the threatened abortion to complete itself; 
this is Nature’s way of eliminating the defective fetus’ is one extreme 
view; ‘Ignore the warning, for it probably won’t come to anything, and 
anyhow, whatever you do will make little difference to the end result’ is the 
other extreme. Some claim that hormones are useless in the treatment of 
this condition; others give estrogens, progesterone, or both. In view of this 
confusion it is not remarkable that many practitioners are seeking guidance 
on just what to do when asked to treat a threatened abortion, and the advice 
they seek is not always presented without bias in the illustrated pamphlets 
which descend each morning on the breakfast table. 

The fact that so many remedies are advocated is sufficient evidence to 
suggest that no one measure is completely effective. ‘This makes it the more 
necessary that any therapeutic procedure adopted should have a rational 
basis. For this to apply it is necessary that the diagnosis be correct. If 
abortion has progressed to the stage of being inevitable, then no treatment 
will prevent it from occurring, and any drugs used in the attempt may come 
unfairly into disrepute. 


DIAGNOSIS 
The usual sign of a threatened abortion is slight painless bleeding during 
the first twelve weeks of pregnancy. It is true that abortion can occur after 
this, but when it happens in the middle trimester it is commonly associated 
either with hydatidiform mole formation or the development of a major 
degree of placenta previa. With these conditions the bleeding tends to be 
more severe, recurrent, and prolonged. 

Occasionally, during the first twelve weeks, bleeding is severe and even 
prolonged, without loss of the ovum, but these cases require special con- 
sideration, and ideally should not be treated at home. The chance of the 
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ovum being defective is increased in this group, but prolonged bleeding can 
be followed by the birth of a normal feetus. 

Pain is not usually a feature of threatened abortion, but in some cases it is 
the only symptom. Characteristically its site is in the midline of the hypo- 
gastrium, and although it may persist as a dull ache it is more typically inter- 
mittent and colicky, being due to increased uterine contractions. ‘This is the 
way in which an abortion caused by emotional factors (Claye, 1948; Stall- 
worthy, 1948) usually begins. 

The fundamental principle in the treatment of threatened abortion is to 
prevent it from becoming inevitable. This involves immediate measures, but 
often necessitates taking precautions at a later stage to minimize the risk of 
trouble recurring. The importance of prophylaxis should not be forgotten, 
and it is true to say that if every pregnant woman in the early weeks of 
pregnancy were given the advice to which she is entitled there would be 
fewer abortions. 

PROPHYLACTIC TREATMENT 


The pregnant uterus tends to be more irritable during the first twelve to 
fourteen weeks of gestation than during the later stages. This irritability is 
more marked at the time of the first three suppressed periods and is almost 
certainly due to a combination of hormonal and autonomic nervous factors. 
Powerful contractions sufficient to dislodge the developing ovum can be 
initiated by stimuli which at other times would produce no noticeable effect. 
For example, the fatigue and motion of long journeys by car may produce 


pains and bleeding. Intercourse, excessive purgation, or even gross con- 
stipation can start trouble. 

Within reasonable limits, the more normal a life a pregnant woman leads 
the better, but she should be aware of the dangers outlined above and be 
given some guidance on what to avoid. Particularly is this important if there 
is a history of abortion occurring in previous pregnancies, or if the existing 
gestation has already been threatened. In such circumstances it is wise for 
the patient to arrange her domestic and social engagements so that she can 
rest, in bed if necessary, during the weeks of the first four suppressed 
periods. 

IMMEDIATE TREATMENT 

One method of treatment concerning which there is little dispute is rest in 
bed. At the first warning of hemorrhage or pain, the more physical and 
mental rest a patient can get the less likelihood there is of the condition pro- 
gressing. In general practice this sometimes means that for adequate rest to 
be assured the patient must be transferred from her own home (where the 
lack of help and the demands of children make rest impossible), either to 
hospital or to the home of relatives or friends. 

Mental rest is promoted by the action of sedatives. Morphine is the drug 
in popular use, but it should be remembered that there is experimental 
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evidence to suggest that in small doses it may promote increased activity of 
unstriped muscles. For that reason, if morphine is given, a dose of } grain 
(16 mg.) is preferable to } grain (11 mg.). A sedative should certainly be 
administered at least half an hour before transferring the patient. Bar- 
biturates, such as medinal, 10 grains (0.6 g.) by mouth, or phenobarbitone, 
3 grains (0.2 g.) by intramuscular injection, are an excellent substitute for 
morphine. If pain is more a feature than hemorrhage the aim of treatment is 
to promote uterine relaxation, and this can be done by giving glyceryl 
trinitrate, 1/100 grain (0.65 mg.) by mouth, four-hourly if necessary. ‘This 
drug is excellent in combination with phenobarbitone, 2 or 3 grains (0.13 or 
0.2 g.) by mouth. 

An important negative aspect of treatment is the avoidance of vaginal ex- 
amination and manipulation. Many a threatened abortion is converted into 
an inevitable one by over-zealous attempts to confirm or dispel the pro- 
visional diagnosis by examining the pelvis. It is true that without this ex- 
amination errors of diagnosis may be made. ‘The patient may not be preg- 
nant but suffering from a hormonal dysfunction, or the abortion may already 
be inevitable; but in either case the correct state of affairs will be manifest 
with little delay even if a pelvic examination is not made. If the provisional 
diagnosis of threatened abortion is correct, the chances of the pregnancy 
continuing will be increased by not examining the pelvis. For those who 
ignore this advice a further suggestion may be made. If you must examine the 
pelvis, then remember that all you need to feel is the cervix. Bimanual 
palpation of the uterine body or attempts to elicit Hegar’s sign can be as 
effective in terminating a pregnancy as the abortionist’s curette. If the cer- 
vical canal is closed it is reasonable to assume that the abortion is still only 
threatened. Conversely, if it is open and feetal products can be felt in the 
canal, then the abortion must be considered inevitable, although cases have 
been recorded in which, in spite of this sign, pregnancy has been carried 
successfully to term by keeping the patient in bed for the remainder of her 
antenatal period. If the examining fingers discover that the uterus is retro- 
verted they should resist the temptation to manipulate it into an anteverted 
position. The less done to the body of the uterus during the stage of a threatened 
abortion the better for the safety of the ovum. 

Furthermore, it is wise to leave the retroverted gravid uterus to correct 
itself, even when the immediate danger of threatened abortion is over. 
Usually at the stage of twelve to fourteen weeks’ gestation (although it may 
be as early as the roth week in a multiple pregnancy) the uterus will rise 
spontaneously into the abdomen. In the exceptional cases, in which in- 
carceration occurs with resultant acute retention of urine, if the bladder is 
kept empty by a catheter for twenty-four to forty-eight hours, the retro- 
version corrects itself with much less risk of disturbing the foetus than if the 
same result is obtained by vaginal manipulation. 

Due notice should be taken of the fact that retroversion was present 
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during the early weeks of pregnancy, so that extra care can be given, if 
necessary, in the puerperium. If the uterus is retroverted two or three weeks 
after delivery it should be gently manipulated into good position, and main- 
tained there by a Hodge pessary for the next two months. 

Hormone therapy.—Having reassured the patient, given an initial sedative, 
and confined her to bed, the next problem to settle is whether to use any of 
the hormone preparations. There is now considerable literature on the use 
of progesterone in these cases and, although authorities (Bowes, 1950) differ 
on many points, there is a general agreement that whatever else may be said 
of its use, small doses, such as 5 mg. of progesterone, are ineffective and a 
waste of money. It is probable that in more adequate doses it is more effec- 
tive under some conditions than others, and according to Bender (1947) it 
is indicated when there is a deficient secretion of progesterone by the corpus 
luteum. This deficiency is estimated by a low urinary excretion of preg- 
nanediol ; this is one of the end-products of the metabolism of progesterone. 
It will be obvious that whether this belief be correct or not, it can make little 
difference to the treatment of threatened abortion in general practice. If the 
hormone can help to prevent abortion from becoming inevitable it should be 
given when the patient is first seen. At the present time the weight of clinical 
evidence is in favour of this procedure. If its administration were withheld 
until the report was received on the level of pregnanediol excretion, valuable 
time would be lost. Moreover, the facilities for making this estimation are not 
generally available, and when they are, the investigation is tedious, ex- 
pensive, and not remarkably accurate, and there is some difference of 
opinion concerning the clinical significance of the results obtained. There- 
fore as a practical measure, if progesterone is to be used at all in general 
practice in the treatment of threatened abortion, it should be administered 
in all cases. An initial dose of 20 mg. of progesterone or a comparable 
product* given intramuscularly, shovld be adequate, followed by 10 mg. 
daily. 

Oral preparations of the hormone are now available, and after the first 
injection these can be given to save further daily visits and injections: 
‘ethisterone’, or other oral preparations such as ‘progesterol’ or ‘gestone- 
oral’; 20 to 30 mg. daily, is the suggested dose. A convenient way of ad- 
ministering the hormone, when facilities for using it are available, is to 
implant a sterile pellet of progesterone, 100 mg., into the gluteal muscle. 

The patient is anesthetized with intravenous thiopentone, and with due antiseptic 
and aseptic precautions a small trocar and cannula are inserted deep into the muscle 
in the upper and outer quadrant of the gluteal region. The trocar is withdrawn, the 
pellet inserted through the cannula, and the trocar replaced before withdrawing the 
instrument and leaving the pellet deeply implanted. 


This method has the advantage of avoiding repeated injections or the 


*Progestin’, ‘proluton’, ‘lutocyclin’, ‘gestone’, ‘luteostab’, ‘lutren’, are some of 
the commercial products available, 
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daily administration of tablets, but it is obvious that it is best suited for 
hospital practice. 

The question is usually asked, how long a patient should be kept in bed 
and for what length of time the hormone should be administered. Complete 
rest is essential during the phase of bright bleeding, and preferably for a 
week after this has ceased. If the loss has been slight and there is no pain, 
it is reasonable to allow the patient to get out of bed to visit the toilet two 
to three days after bleeding stops. She should be warned that there will 
probably be some dark-brown discharge for some days and that this may 
well increase when she gets up. The reason for this is that bleeding is 
arrested by the formation of intra-uterine clot at the site of haemorrhage, 
and when this clot is absorbed part of it liquefies and produces a dark dis- 
charge. It has no serious significance and can be ignored so long as there is 
no associated bright loss. If this occurs, the period of rest is extended. 

In the same way, progesterone or an allied preparation should be ad- 
ministered throughout the period of rest, and preferably in decreasing doses 
for several weeks after the patient is again active. An oral preparation such 
as ‘ethisterone’, in doses of 10 to 20 mg. daily, is a convenient, although 
expensive, way of doing this. Once gestation has advanced to the stage of 
sixteen weeks, by which time the placenta has largely taken over the hor- 
mone control of the pregnancy, there is no longer the need to give additional 
hormones. 

In discussing hormone therapy for threatened abortion mention must be 
made of the more recent development of giving cestrogens, concerning which 


there is even more conflict of opinion than there has been over the use of 
progesterone. It may well be that further research will prove that cestrogens, 
either alone or in combination with progesterone, are of value, but no con- 
clusive proof of this has yet been produced. Until further evidence is avail- 
able from carefully controlled series, the use of stilbeestrol and similar 
cestrogenic preparations is not advised in the general treatment of threatened 
abortion. 


REMOTE TREATMENT 
This involves attempting to discover a likely reason for the threatened 
abortion. If there is a history of pelvic interference such as may occur at 
an antenatal clinic, or intercourse or other indiscretion which may be 
responsible, the avoidance of these stimuli for the remainder of the first 
trimester is the obvious plan to adopt. If the threatened abortion has been 
slow to subside, it is a wise precaution to prescribe rest during the week of 
the suppressed period for the following month, and sometimes for even 
longer. This is well illustrated by the following case. 


Mrs. X., aged thirty-three, was desperately anxious to have a child. She had been 
pregnant three times, only to abort twice and produce premature, non-viable twins 
on the third occasion. She was a very nervous, apprehensive, but intelligent woman. 
When she conceived for the fourth time she was given ethisterone, 10 mg. daily, 
and phenobarbitone, } grain (32 mg.) twice daily. In spite of this, backache, lower 
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abdominal discomfort, and bright bleeding started during the first two weeks of the 
pregnancy. The symptoms slowly subsided over a period of a further two weeks 
when the patient went to bed, but recurred when she again got up. For this reason 
she stayed in her room until the 16th week, getting up only to visit the toilet. 
Ethisterone, 10 mg. daily, was taken during this time but was discontinued at the 
16th week. Pregnancy then progressed uneventfully to term and resulted in the 
delivery of a healthy boy. 
PROGNOSIS 

When abortion has threatened, many patients are fearful lest the foetus be 
damaged. They should be reassured. If the pregnancy continues, the infant 
will not be affected by the threatened abortion. 

Although it is true that abortion is common in association with defective 
ova, this fact is not a justification for failing to treat threatened abortion 
adequately. In practice, foetal malformations are found after the most normal 
of pregnancies, and conversely, healthy babies are delivered after prolonged 
and recurring bleeding, not only during the early weeks of gestation, but 
sometimes throughout the entire pregnancy. None the less, there is ample 
evidence in the work of Hertig and Rock (1942), and Mall and Meyer (1921) 
that the incidence of disordered development of the foetus is high in abortion. 
This fact causes some doctors great anxiety when they are asked to treat a 
case of threatened abortion, lest the treatment they give should be responsi- 
ble for prolonging a pregnancy which would be better terminated. There is 
little jusification for this anxiety. Available evidence suggests that the chance 
ot a threatened abortion being arrested, whatever treatment is given, is 
small if the foetus is seriously defective. Moreover, in these cases the abortion 
often progresses rapidly and the question of treating it in the early stage does 
not arise. 

SUMMARY 

(1) The aim of treatment is to prevent a threatened abortion from 
becoming inevitable. 

(2) The basis of treatment is physical and mental rest. 

This aim is achieved by rest in bed until there has been freedom from 
bleeding or pain for preferably a week. Active therapeutic measures are con- 
fined to morphine, barbiturates, glyceryl trinitrate, and progesterone, ac- 
cording to the indications previously outlined. 

The time taken to explain to the patient what is happening and to reassure 
her, is time well spent. 
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THE RECOGNITION AND TREATMENT 
OF THE TOXA:MIAS OF PREGNANCY 
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‘THE term ‘toxemia of pregnancy’ remains in current use mainly because it 
is hallowed by tradition. It is now practically confined to describing the 
syndrome clinically recognized by the combination of hypertension, edema 
and albuminuria (pre-eclampsia), or the same syndrome together with fits 
(eclampsia). However, pending the elucidation of the cause of these con- 
ditions complicating pregnancy, there is fundamental disagreement as to 
whether there is in fact a true toxemia, i.e., a noxious agent circulating in the 
blood. Therefore there is also discussion as to what other clinical conditions 
may justifiably be included in any projected classification. 
CLASSIFICATION 

Since 1940, the classification made by the All American Committee on 
Maternal Welfare has been adopted more or less generally in an attempt 
to get discussion on common ground: 

(1) Hypertensive disease 
(2) Renal disease 

3) Pre-eclampsia 
4) Eclampsia 
5) Hyperemesis gravidarum 
6) Acute yellow atrophy of the liver 
7) Unclassified 


( 
( 
( 
( 
( 


Reference will therefore be made to most of these conditions, but mainly 
to groups 3 and 4, which form the accepted syndrome of toxemia of preg- 
nancy. Until recently, medical philosophy has moved away from the 
supposed ‘toxic’ origin of toxemia. But within the last few years there has 
to some extent been a swing back to the thought that there may be a noxious 
substance produced in various ways. Biochemical and physiological studies 
of the placenta, its endocrine metabolism and its blood supply, have resulted 
in the hypotheses of the Smiths (1948) and of Page (1948). The admirable 
reviews by Browne (1944) and Kellar (1950) may be cited for those interested 
in this aspect of the subject. Page believes that uterine ischemia leads to the 
release of a substance which can cause the pre-eclamptic and eclamptic 
syndromes. The Smiths have put forward the theory that eclampsia is due 
to a tissue poison produced by premature senescence of the placenta and 
decidua. Their evidence is based on variations in the steroid and gonado- 
trophin excretion. The toxin (euglobulin), which they have also identified 
in menstruating endometrium and in the decidua at Czsarean section, is a 
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vasoconstrictor. Young (1914, 1942) has also for a long time believed in the 
relationship between utero-placental lesions and pregnancy toxzmia. 

In addition to these main theories, recent workers have been interested 
in the relation of malnutrition to the occurrence of toxemia (Theobald, 
1950), and the sensitivity of the toxemic patient to the sodium ion (Strauss, 
1937; Dieckmann, 1950). A possible explanation for the relationship 
between toxemia and malnutrition would be that the liver function is dis- 
turbed in malnutrition, and this alteration would affect the destruction by 
the liver of the vasoconstricting agent postulated by recent theories (Whit- 
acre et al., 1947). De Snoo (1937) for a long time has drawn attention to the 
danger of the sodium ion to the toxemic patient, and his work has been 
confirmed by others. 

The bearing of theory on practice.—This outline of the ignorance as to the 
causation of toxemias means that the clinician can only base his treatment 
on what is known of prophylaxis, and treat on general principles. The re- 
lationship to malnutrition leads to a consideration of diet in regard to the 
health of the pregnant patient, and the sensitivity to the sodium ion leads 
to the employment of a salt-poor diet in treatment. 


THE DIAGNOSIS OF PRE-ECLAMPSIA 


Recognition of pre-eclampsia depends upon the association of typical signs 
and symptoms. Of these the triad of hypertension, edema and albuminuria 
is so significant that it almost amounts to a definition of pre-eclampsia, 
although any of these signs may be present alone and progress occasionally 


to eclampsia without association with the other two. Pre-eclampsia is un- 
common before the sixth month of pregnancy and is more common in the 
primigravida. 

Hypertension.—This is usually the first sign, and the elevation of the blood 
pressure to 140/85 mm. Hg is significant. The rise in diastolic pressure 
usually precedes that of the systolic pressure. The rise of the blood pressure 
from its previous normal is as important as the level of the blood pressure 
itself; for example, a blood pressure of 130 mm. Hg may be serious if the 
previous reading was 110 mm. Hg. Browne is convinced that transient 
hypertension settling on rest is quite common at the reading taken in early 
pregnancy, and thus such readings must be considered suggestive of hyper- 
tension being found later. In advancing toxemias, the rapidity of rise in the 
blood pressure readings is important. 

(Edema.—Fluid retention in the tissues may be obvious and revealed or 
occult and concealed. Clinically, edema is shown by swelling of the ankles 
and hands, puffiness of the face, swelling of the vulva and of the abdominal 
wall. @idema of the ankles is very common in pregnancy from increased 
venous pressure or from anemia, so that it is more significant if present on 
rising in the mornings. It is also more likely to be due to toxemia if the 
swelling occurs in the cold weather. (Edema of the hands is most likely to 
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be due to toxemia and can easily be demonstrated by tightness of the fitting 
of a ring on the finger. Sometimes cedema on the abdominal wall shows by 
the lingering imprint of the stethoscope applied when listening to the 
foetal heart. Occult edema can be estimated by routine weighing of the 
patient at antenatal attendances. This estimation of fluid retention is only 
a broad guide to the possible development of toxemia and has nothing like 
the value attached to blood pressure estimations. The monthly gain in 
weight in normal pregnancy is between 2 to 4 pounds (0.75 to 1.5 kg.) in 
the later months. Patients who suddenly gain more than this should be 
watched carefully, although not more than one-half will develop toxemia. 

Albuminuria.—This usually follows the hypertension and edema and 
may vary from a ‘trace’ to a very large quantity. It is necessary to determine 
that the albumin is from the kidney by examining a clean or catheter speci- 
men of urine, and to note also whether casts or blood are present. 

In addition to this triad of signs, certain other signs and symptoms may be 
present. Usually, with the exception of mild headache, these are warnings 
of a more serious state. * 

Diminished urinary output.—As cedema and hypertension increase, the 
urine output decreases. Oliguria is always a dangerous sign. 

Ophthalmoscopic signs.—The fact that the retinal vessels afford visual 
examination of the cardiovascular system makes retinoscopy valuable. The 
earliest changes seen in pre-eclampsia are constriction and narrowing of the 
arterioles and swelling of the disc. Later, albuminuric patches and hemor- 
rhages may be found. The significance of these signs has been considered, 
notably by Jones (1937) and others, and more recently by Berkson (1950). 
It is generally agreed that if albuminuric patches or hemorrhages are 
present, pregnancy should be terminated. 

Visual symptoms.—Flashes of light, diplopia, or dimness of vision are 
important symptoms of advancing toxzmia. 

Headache.—Marked frontal or occipital headache associated with the 
hypertension is a subjective finding of significance; so also are vomiting and 
epigastric pain, which may indicate involvement of the liver. 

The occurrence of such signs and symptoms in pregnancy usually leaves 
little doubt as to the diagnosis of pre-eclampsia. Should this condition occur 
earlier in pregnancy than is usual, i.e., at 24 to 26 weeks, doubt may be 
raised as to the possibility of chronic nephritis, complicated by pregnancy. 
Chronic nephritis is now less common than it used to be, and usually the 
history prior to pregnancy, the occurrence of albuminuria during the earlier 
months, and the altered renal function enable diagnosis to be made. 


THE DIAGNOSIS OF ECLAMPSIA 
The patient with an advancing pre-eclampsia is in danger of eclampsia 
supervening at any time. Eclampsia, like ‘the thief in the night’, has no 
known hour of coming and rarely may be the first evidence of toxemia. The 





TREATMENT OF TOXAMIAS OF PREGNANCY 127 


typical fit with its premonitory, tonic, and clonic stages followed by 
drowsiness or coma, usually leaves no doubt as to diagnosis when it occurs in 
a patient late in pregnancy whose face is bloated by edema and whose 
urine contains albumin. Difficulty may be found in postpartum cases, as 
recently thrombosis of the cerebral veins has been shown to be a definite 
entity in the puerperium (Martin and Sheehan, 1941; Kendall, 1948). Any 
transient paresis of a limb should lead to careful examination of the central 
nervous system. This diagnosis is more rightly entertained when fits occur 
several days after delivery. 


THE TREATMENT OF PRE-ECLAMPSIA 


Although the incidence of eclampsia seems to have been but doubtfully 
influenced by antenatal care, this latter at the moment offers the only 
chance of prophylaxis. Early recognition is important so that rest and treat- 
ment may be instituted. To avoid any confusion later, it is most helpful to 
see the pregnant patient as early as possible in the course of pregnancy so 
that a base level of blood pressure may be obtained. Any subsequent 
changes can then be related to this level. In view of the evidence that 
malnutrition may be related to the development of pre-eclampsia, attention 
to the diet of the pregnant patient is important, particularly in relation to 
vitamins and mineral salts. The less intelligent or more obstructive patient 
may need education in this respect. "The two factors of edema and hyper- 
tension call for control, for by their progress albuminuria and eclampsia may 
develop. ‘Thus rest in bed is usually necessary, and nowadays, owing to 
domestic difficulties, this often has to be in hospital. Rest leads to some ex- 
cretion of tissue fluid. A salt-poor diet is given, as the sodium ion has been 
definitely shown to be associated with fluid retention and hypertension. 
There should be no cooking salt in the food; all salty food should be 
avoided ; thus butter, fish and herrings are forbidden; similarly canned meats 
and soups, and beer. Hospital diets can be devised to meet this aim. 

Cases may roughly be divided into ‘mild’, ‘moderate’, and ‘severe’, 
according to the signs and symptoms present, although as De Lee remarks, 
“Toxzmia of pregnancy is not a definite entity following a fixed course or 
governed by predictable rules’. 

Mild cases.—These can be defined as patients exhibiting a decided but 
not marked rise in blood pressure (for example 140/90 mm. Hg), slight 
cedema, or a ‘trace’ of albumin in the urine. The patient should be rested, 
the bowels kept open, and the diet should be salt-poor. The patient should 
be seen twice weekly and the urine and blood pressure examined. Labour 
should be induced if the condition remains unchanged for a fortnight after 
treatment and if the child is viable. 

Moderate cases.—A patient with a blood pressure of 150/100 mm. Hg (the 
diastolic pressure being more significant), or a ‘+’ quantity of albumin in 
the urine, must be regarded in a more serious light. She should be kept in 
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bed and put on a diet, although it is unnecessary to reduce the meat content 
at the present time. Her condition must be watched daily for symptoms and 
signs of graver omen—headache, visual disturbances, vomiting, or a reduc- 
tion in urine output. The blood pressure and its response to rest must be 
watched, as must the amount of albumin in the urine as measured by 
Esbach’s method. No patient with this degree of toxemia should be sub- 
jected to marked changes of temperature, owing to the tendency for vaso- 
spasm to occur. If the diastolic pressure remains high, or the albumin does 
not decrease in amount, or if a lowering in the urine output occurs, induction 
of labour should be encouraged. As most of these patients are in the later 
stages of pregnancy, this will not be deleterious to the baby, but tem poriza- 
tion may be considered if a favourable response to treatment takes place. 
The induction of labour is in the interest of all concerned—the mother, 
because it avoids the danger of eclampsia, the likelihood of which cannot be 
foreseen with accuracy; the baby, because there is a high mortality rate 
from death in utero. 

Severe cases—These are in fact ‘pre-eclampsia’. ‘The symptoms are 
marked, albuminuria is gross, the blood pressure rises rapidly to between 
180/110 and 220/120 mm. Hg or more, and the urinary dysfunction and 
cedema are comparably greater. The countenance of the patient is altered 
by cedema and resembles a glossy apple. ‘The patient’s diet is best limited to 
fluids, and sedatives are given; these may be morphine, } grain (16 mg.) at 
first, and phenobarbitone, 4 grain (32 mg.) twice daily. Labour must be 
induced if there is not dramatic improvement. The best method is to rupture 
the membranes. Some patients need Cesarean section (particularly if they 
are older primigravidz) if the advance of symptoms and signs is very rapid. 


THE TREATMENT OF ECLAMPSIA 

Once a fit has occurred the situation is one of emergency. The fits them- 
selves are treated by rolling the patient on to her right side with her head 
over the edge of the bed, keeping the mouth open with a wooden spoon or 
a gag. The head should be lowered and the free bubbling mucus removed. 
If there is cyanosis, oxygen should be given, if available. Having made the 
diagnosis, the patient must be given at once a quickly acting sedative, and 
the decision made whether she shall be sent to hospital or treated at home. 
Obviously most patients will be sent to hospital under the influence of the 
sedative, and accompanied to hospital by the practitioner so that skilled 
attention may be given. The first sedative given is usually an injection of 
morphine, } grain (16 mg.), repeated within half to an hour if necessary. 
An alternative method is to give ‘avertin’ (tribromethanol) rectally on the 
lines suggested by Dewar and Morris (1947). 

Wherever the patient is now nursed the principles of treatment are the 
same and may be summarized by the word protection—protection from 
stimuli, protection from aspiration of mucus or vomit, and protection from 
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injury. It is most important, too, to have a known routine with careful 
nursing. The patient should be put in a quiet room, darkened sufficiently 
to encourage rest, but not enough to impede the nurse. Continuous observa- 
tion is needed and the blood pressure, urine output, and albumin excretion 
are noted. The patient should be nursed between blankets and lie on her 
side, the position being reversed every two hours to avoid hypostatic con- 
gestion of the lungs. Catheterization should be performed eight-hourly. 
Sharp needles should be used for any injections. Fluids (25 per cent. glucose 
in water is the best) may be given by mouth, very gently and in small 
quantities. 

Sedative treatment.—Some modification of Stroganoft’s method is nearly 
always used, the basis being morphine alternating with some other reinforc- 
ing substance. Alternatively, if avertin is being used this may be continued. 
Nowadays, magnesium sulphate is often used with morphine on the follow- 
ing lines: An initial dose of morphine, } grain (16 mg.) is given, followed 
half an hour later by the subcutaneous injection of 40 ml. of 15 per cent. 
solution of magnesium sulphate (i.e. 6 g.). Two hours after the first dose 
the morphine is repeated, } grain (16 mg.), and one-and-a half hours later 
a further 4 g. of magnesium sulphate are given by injection. This may be 
increased to 6 g. if fits have recurred. Two more injections of magnesium 
sulphate are given in 3 g. quantities, eleven-and-a-half and nineteen-and-a- 
half hours from the beginning of treatment. The patient must be watched 
for cyanosis, and oxygen given. ‘To counteract the action of the magnesium 
sulphate, if there is cyanosis, 10 ml. of a 5 per cent. solution of calcium 
chloride may be given intravenously. It is most important that this solution 
should not escape into the subcutaneous tissues, as if it does sloughing may 
occur. 

When the fits have ceased for forty-eight hours, labour should be induced. 

Cesarean section may be indicated in a few cases, even in eclampsia. 
Such cases are those in which some other obstetric complication of severity 
is present, for example, disproportion, or if the patient is an older primi- 
gravida and there have only been one or two fits. Highly skilled anasthesia 
is necessary. 

CHRONIC HYPERTENSION AND PREGNANCY 
Essential hypertension is diagnosed when the blood pressure is tound to 


be raised during the first half of pregnancy; in this respect it differs from 
pre-eclampsia. Moreover, there may be a history of hypertension which has 


perhaps been noted in a previous pregnancy complicated by toxemia. In 
severe cases there may be arterial changes in the fundi, cardiac enlargement, 
altered renal function, and even impairment of cardiac reserve. The patient 
with hypertension has a definite risk of developing pre-eclampsia during 
pregnancy, and so for recognition and diagnosis the accurate record of the 
blood pressure readings in pregnancy is most important. Pre-eclampsia may 
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be diagnosed if the blood pressure rises by 20 mm. of mercury, or if albumin 
appears in the urine. Browne found this complication in 17.9 per cent. 
of his cases. 

Treatment.—As in any chronic condition complicated by pregnancy it is 
wise for a full review of the patient to be made by a general physician. A 
few days in hospital may be necessary for this. In the majority, a state of 
benign hypertension will be diagnosed and the patient carefully watched. 
She should be encouraged to rest adequately, and for this should lie down 
in the afternoon. A small sedative dose of phenobarbitone, $ grain (32 mg.) 
t.i.d., should be given and restful sleep encouraged, particularly near term. 
As in toxemias, a salt-poor diet is best. Admission to hospital should be 
sought if the blood pressure rises to 160 mm. Hg systolic, or if a trace of 
albumin appears in the urine. Older patients may well be rested in hospital 
for a fortnight before delivery. If the blood pressure rises.to 160 mm. 
Hg systolic or over, there is considerable risk to the fetus; also if 
albuminuria occurs. In these circumstances, Browne and Dodds have 
reported a 16.2 per cent. foetal mortality. Thus induction of labour will be 
indicated, although it is best postponed, if possible, until the baby is well 
viable. Czsarean section may be advised if the patient is older and primi- 
gravid and the omens for induction are poor. Pregnancy is also found to 
occur in a small number of cases of advancing hypertension. The outlook 
here, both for the mother and child, is so poor that termination of pregnancy 
is justified. 

Modern methods of treatment of hypertension may in the future alter 
the outlook in pregnancy. Up till now the results of drugs have proved 
disappointing, but successful splanchnicectomy before pregnancy appears to 
be a promising procedure. 


ACCIDENTAL H4 MORRHAGE AND RENAL CORTICAL 
NECROSIS 
Although not specifically related to toxemia of pregnancy, two conditions 
must be mentioned which are dangerous complications when they occur. 
These are accidental hemorrhage and renal cortical necrosis. 

Accidental hemorrhage.—The onset is usually sudden, and abdominal 
pain is felt. The patient becomes pale, has a rapid pulse, and some degree 
of shock. The diagnosis is clinched by the tender, hard uterus. In most 
cases there is some degree of vaginal bleeding. 

Nearly all cases are treated on conservative lines by morphine, } grain 
(16 mg.), and shock is combated. On admission to hospital careful trans- 
fusion may be necessary. When signs of reaction are occurring and the 
uterus regains its tone and contracts, labour proceeds or can be encouraged. 
The most serious cases of concealed hemorrhage pose a very difficult 
problem in treatment. If labour does not start it may even be necessary to 
do Czxsarean section. 
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Renal cortical necrosis—This condition, though not common, is so 
definitely associated with toxamias as to be worthy of mention, especially 
as modern treatment has improved the prospects of the patient. It is 
particularly likely to occur after concealed hemorrhage, although it may be 
found with simple toxemia or eclampsia. Clinically, the patient has a very 
low urine output or becomes anuric. Apart from this she may show no 
particular signs for some days, when cedema supervenes and drowsiness 
precedes delirium and coma. Less extensive lesions may recover spon- 
taneously. The condition must be distinguished from other causes of anuria 
and oliguria in the pregnant patient. The typical history of a toxemic con- 
dition or of shock, and the ‘urine’ which on examination is found to be 
merely a few ml. of transudate with no concentration, make the diagnosis. 
Nowadays, early diagnosis is important, because if treatment is instituted 
quickly the patient’s life may be saved. 

By the time diagnosis is made the condition has definitely developed, and 
the aim of treatment is to avert uremia while allowing the kidney to recover 
its function. The regime advocated by Bull, Joekes and Lowe (1949) should 
be adopted. A Ryle’s tube is passed into the stomach via the nose. Through 
this tube is dripped one litre of the following mixture every twenty-four 
hours :— 

Glucose .... , 400 g. 
Peanut oil .. 1 eee eS 
Acacia .. a Ce ts ; sae olbd q.s. 


Vitamins pececesosee : Tererr rr optional 
Water . owees : oes — . tor litre 


If the patient vomits, the vomit is collected and returned via the tube. 
The high carbohydrate diet depresses the nitrogen metabolism of the 
patient and delays uremia. When the urinary output rises the loss is re- 
placed by a similar quantity of fluid by mouth. 


OTHER CONDITIONS OF POSSIBLE TOX4MIC ORIGIN 
Brief mention is made of hyperemesis and necrosis of the liver because there 
is still some suggestion that, although different from the pre-eclampsia 
syndrome, there may be a toxic element in their production. 

Hyperemesis gravidarum.—The vast majority of cases of hyperemesis are 
not due to a toxemia. The only cases, rare indeed, which may be considered 
as truly toxic are those in which vomiting starts suddenly and increases so 
rapidly that the patient’s condition deteriorates swiftly. These few patients 
will die if termination of the pregnancy is not carried out. Hysterotomy is 
then best performed. 

Acute yellow atrophy of the liver.—-As in hyperemesis, a few cases of liver 
necrosis can be attributed to toxemia. These cases occur late in pregnancy 
and are recognized by severe vomiting coupled with epigastric pain. The 
pulse remains deceptively slow. In a few days, jaundice supervenes, and the 
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patient is extremely ill and usually dies. The serious state of the patient 
will usually differentiate from hepatitis complicating pregnancy; also there 
is no corresponding pyrexia. The possibility that the patient may have had 


salvarsan therapy has to be remembered. 

The treatment consists in putting the patient on to an intravenous drip 
of glucose saline. Recently Stabler (1950) reported promising results from 
the use of an intravenous dextrose saline solution, together with aneurine, 
nicotinamide, riboflavine and potassium chloride. This treatment was de- 
vised by Latner (1950), and the details of the method are to be found in his 
paper. When the general condition of the patient improves, pregnancy 


should be terminated. 
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THE ELDERLY PRIMIGRAVIDA 


By E. W. L. THOMPSON, M.B., M.R.C.P.I., F.R.C.S.I., M.R.C.O.G. 
Visiting Gynecologist, Mercer's Hospital, Dublin; Visiting Assistant and 
Ex- Assistant Master, Rotunda Hospital, Dublin; Consultant, 
Drogheda Cottage Hospital. 


THE term elderly primigravida is applied to a woman over the age of thirty- 
five years who is pregnant for the first time. A woman at this age is really 
in the prime of life and would resent the term ‘elderly’, but as a primigravida 
she is obliged to accept it. Reproductive life extends from the onset of 
menstrual activity at puberty to the cessation of this function at the meno- 
pause. It is thus apparent that women have a reproductive life of thirty to 
thirty-five years, and throughout this period fertility varies. Shortly after 
puberty, fertility is relatively low owing to the frequency of anovular cycles, 
probably reaching its maximum between the ages of eighteen and twenty- 
three, and thereafter gradually falling off. There is little doubt that it is 
definitely reduced after the age of thirty. 

A woman at the age of thirty-five has already lived over twenty years of 
her reproductive life and is entering on its final third. When pregnancy 
occurs for the first time at this stage the term ‘elderly’ is justified from a 
reproductive point of view. Nature intended women to produce their first 
children at an early age. In many communities the elderly primigravida is 
a rarity, but this does not apply to European countries where, for social and 
economic reasons, the average age of marriage is fairly high. In the British 
Isles each year a considerable number of elderly primigravide are delivered. 
Their treatment constitutes an important section of the work carried on at 
any maternity hospital. 

Two distinct classes of elderly primigravide should be recognized, namely, 
those who have married late and have become pregnant quickly after 
marriage, and those who, although married young, have failed to become 


pregnant until after a considerable time has elapsed. The former group 


indicate a high degree of fertility and the probability of succeeding preg- 
nancies. In the latter group it is likely that fertility is low, and the chance of 
further pregnancies may be remote. It will be appreciated that in the former 
group the obstetrical problem may be modified, although this factor would 
not justify the taking of any undue risk with the baby. Dutta (1948) rightly 
emphasized this point and divides elderly primigravide into those who have 
not become pregnant early owing to lack of opportunity in late marriage, 
and those who have failed to become pregnant in spite of early marriage. 
He stresses the importance of this distinction regarding the prospects of 
labour. The second group often suffer from genital hypoplasia, and if 
questioned closely, may give a history of menstrual irregularity. A patient in 
this group may often have a small elongated cervix which reacts poorly to 
labour, and there may be marked rigidity of the vagina and perineum, 
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Owing to the under-development, the uterine contractions may be inade- 
quate so that uterine inertia is a common finding. 

Although the age of thirty-five years is nominally taken when primi- 
gravide may be considered elderly, those who are forty years of age or over 
must be considered in a group by themselves. It should, however, be re- 
membered that although elderly primigravide call for very careful super- 
vision during the antenatal period, and carefully considered management 
during labour, the majority do have normal confinements. It is possible, if 
sound obstetrical judgment is exercised and if the facilities are available for 
prompt operative interference when indicated, to obtain very good results 
for both the mother and child in these cases. This involves regular antenatal 
care and arrangements for delivery in an obstetrical unit—either hospital or 
well-equipped nursing home. In these circumstances operative interference 
can be undertaken with the minimum of delay if unforeseen factors arise. 
Elderly primigravidz are totally unsuited for delivery in their own homes. 
Of course this often happens, and in a great many instances everything goes 
well, but the proper labour ward supervision is lacking, and infants are lost 
which might otherwise have been saved, had prompt Cesarean section or 
other treatment been available. It is a social and obstetrical tragedy to lose 
a baby who might have had a good chance of survival if the labour had been 
conducted in more suitable surroundings. 


ANTENATAL CARE 


The public have become well aware of the importance of antenatal care, and 
although many patients do not report to a clinic for the first time until the 
pregnancy is well advanced, the majority of elderly primigravide report 
early. Many report for the first time after missing the second period, and 
some after missing only one. On the first visit the case notes should be taken 
in full, and a general medical examination carried out, including the record- 
ing of the blood pressure and examination of the urine. If the patient has 
only missed one period, pelvic examination should be omitted at this visit 
but if she has missed a second period a vaginal examination should be carried 
out gently. It is quite sufficient to use one finger only. The object of this 
examination is threefold; to confirm pregnancy, to determine if the uterus 
is in normal position, and to diagnose the presence of fibroids, if they exist. 
Fibroids are particularly common in elderly primigravide. Nixon (1931), 
in comparing 100 elderly with 100 young primigravide, found that the 
abortion rate was three times greater in the older group. Backward displace- 
ment of the uterus and the presence of fibroids definitely increase the 
tendency to abortion. If a backward displacement of the uterus is found, the 
patient should be advised regarding posture. She should rest lying prone in 
bed for three half-hour intervals during each day until she has reached the 
thirteenth or fourteenth week, when the fundus can be felt rising out of the 
pelvis. In the majority of cases this simple treatment appears to be more 
successful and less interfering than the wearing of a pessary. It should be 
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combined with frequent emptying of the bladder. The following therapy has 
been found of value in diminishing the likelihood of abortion, and should be 
prescribed in the case of elderly primigravide for the first fourteen weeks 
of gestation, and particularly if factors such as backward misplacement of 
the uterus or fibroids exist. 

Calcium, 10 grains (0.65 g.), three times daily. 

Vitamin E, 10 mg. daily. 

Ethisterone, 10 mg. daily. 

In view of the tendency to abortion, elderly primigravide are advised to 
avoid sexual intercourse. 

At the first antenatal visit it is well to reassure the patient regarding her 
condition. Many elderly primigravidz, particularly if they have been married 
a long time or if they are approaching, or over, forty, view pregnancy with 
unnecessary apprehension. It may be pointed out that in the majority of 
cases the confinement is uneventful, but that more than the average super- 
vision is required. She should be advised regarding general hygiene and 
diet, and the importance of having the confinement conducted in suitable 
surroundings should be stressed. With this in view she should be advised to 
obtain a booking for her confinement in a hospital unit or suitable nursing 
home. As in all aspects of obstetrics, it is of the utmost importance that the 
patient should develop the greatest confidence both in herself and in her 
medical adviser. It is well worth the time spent at the first visit answering 
the questions which may be worrying her, and allaying any doubts which 
may exist, and it will be found that most elderly primigravide are keen to 


follow the advice they are given. Until the twentieth week the patient 
should be seen at three-weekly intervals, and then at fortnightly intervals 
until the thirty-second week. After this stage is reached she should attend 
weekly. Excessive palpation should be avoided. The main object of such 
frequent visits is the detection of early toxemic manifestations. 


COMPLICATIONS OF PREGNANCY 
All writers are agreed that elderly primigravide show a higher incidence of 
toxemia. On each visit the urine should be tested for albumin, the blood 
pressure and weight recorded, and any evidence of edema sought and noted. 
Many elderly primigravide are hypertensive irrespective of the existing 
pregnancy. This is to be expected in view of the later age-group in which 
they are placed, and it is probably the predisposing factor to the higher 
incidence of toxemia. At any time during the later weeks of pregnancy 
toxemic manifestations may arise, and these must be treated seriously, the 
patient being admitted to an institution where strict rest and control of diet 
can be carried out. If these measures are not successful in controlling the 
degree of toxemia, as evidenced by a continued high fluctuating blood 
pressure, persisting albuminuria, and other signs such as a diminished 
urinary output, then termination of the pregnancy should be undertaken. 
In these cases a timely Cesarean section, even as early as the thirty-fourth 
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week, offers the best solution to a hazardous problem for both the mother 
and child. In a great many of these cases such radical treatment will fore- 
stall intra-uterine death of the fetus from placental degeneration or actual 
separation of the placenta with accidental hemorrhage. The problem of 
toxemia is a very individual one from the patient’s point of view, each case 
presenting its own features, and careful assessment is essential. With the 
modern treatment of the premature infant available it will be found that 
better results are obtained by early prompt termination of the pregnancy by 
Cesarean section than by making an effort to carry on the pregnancy for a 
further two or three weeks. Even when control of the toxemic condition is 
achieved by rest and diet it is most unwise to allow such a patient home 
before delivery, as at any time the toxemic manifestations may recur. This, 
of course, may involve a stay of some weeks in hospital. If a decision to ter- 
minate the pregnancy is made, Caesarean section is the only method which 
should be undertaken. Induction of labour by puncture of the membranes 
is most unsuitable in these cases, as it offers a much poorer chance of 
survival for the infant. 

Elderly primigravide have a slightly increased incidence of contracted 
pelvis. This is due to there being an association between a lowered fertility 
and android tendencies in the pelvic shape. If any doubt exists regarding the 
capacity of the pelvis an X-ray pelvimetry should be carried out during the 
antenatal period between the thirty-second and thirty-sixth weeks. In a great 
many cases, however, this is unnecessary, but it should be done when there 
is some suggestion of genital hypoplasia. An android tendency in the pelvis 
may readily be overlooked clinically, and this may have an important bearing 
on the management of the subsequent labour. It should be stressed that 
minor degrees of disproportion which may not come to light in young 
primigravide, being readily overcome by vigorous labour, may prove a 
serious stumbling block in the elderly patient. This is due to the greater risk 
of inertia in the latter, and also to the decreased elasticity of the soft tissues 
and to the diminished mobility of the pelvic joints. It is a well-recognized 
fact that in any patient the outcome with minor disproportion is largely de- 
pendent upon the quality of the expulsive forces and, to a lesser extent, 
upon the capabilities of the cervix and lower genital tract to dilate. Elderly 
primigravide are at a disadvantage in these respects, and this emphasizes the 
importance of diagnosing minor pelvic contraction in dealing with these 
patients. 

A higher incidence of malpresentations occurs in elderly primigravide than 
in the younger group. Nixon (1931) found in his analysis that occipito- 
posterior positions of the vertex and breech were three times more common. 
Nathanson (1935) is in agreement with these figures, and he found an in- 
cidence of persistent occipito-posterior presentations as high as 21.9 per cent. 
In the majority the cause may be found in minor pelvic contraction, but the 
presence of fibroid tumours may account for some of the malpresentations. 
If in the antenatal period after the thirty-fourth week a malpresentation is 
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found, an X-ray pelvimetry should be carried out to determine the size and 
shape of the bony pelvis. In the case of breech presentation any efforts, 
either with or without anesthesia, to effect external version should be 
avoided. ‘The risk of starting premature labour or of causing some placental 
separation is too great, and in any event breech presentations, if left alone, 
will often right themselves. The best policy to adopt if the malpresentation 
persists is to assess the whole situation at the thirty-eighth week, and to 
decide then if labour should be allowed to start at term or if an elective 
Cesarean section should be carried out. When a malpresentation persists 
the possibility of placenta praevia should always be remembered. 

Apart from the complications mentioned, any of the other hazards of the 
antenatal period may be encountered, such as placenta praevia, pyelitis, or 
premature labour. These are treated on routine lines. The great majority of 
elderly primigravide will reach the thirty-eighth week safely. At this stage it 
is important that each patient should have her case assessed with a view to 
formulating a suitable policy regarding the actual confinement. If every- 
thing appears to be normal clinically, then the correct policy to adopt is to 
await the spontaneous onset of labour at term. The majority of these patients 
ate found to come into this category, and with the exception of certain 
eventualities arising in labour, such as inertia and non-dilating cervix, this 
policy will be rewarded by a high percentage of successful results. Many of 
these cases will terminate labour spontaneously, or low forceps application 
at the outlet only will be required. They should continue to attend for 
antenatal care and should be instructed to seek admission at the first sign 
of the onset «f abour. 


DICATIONS FOR CASAREAN SECTION 
In the following circumstances an elective lower segment Casarean section 
should be carried out when approaching term and before the onset of 
labour: 

(1) Serious degrees of pelvic contraction. 

(2) Gross malpresentations such as brow and transverse. 

(3) Fibroid tumours if very large or if likely to cause obstructed labour. 

(4) Breech presentation if the baby is very large, or if associated with some 
reduction in pelvic capacity. 

(5) Very large baby. 

(6) The very elderly patient. 

This list is not complete. Elective Caesarean section may be indicated in a 
number of other circumstances which will be a matter for individual judg- 
ment on the part of the obstetrician concerned. With adequate pelvic 
capacity and a baby of moderate size, patients with breech and occipito- 
posterior presentations should be allowed to come into labour at term. The 
progress which the labour makes will determine if interference is necessary. 

There is no place for premature induction of labour in the management 
of elderly primigravidz, except in such circumstances as dead foetus and in 
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foetal abnormality, e.g. anencephalus. Whatever the indications for this pro- 
cedure in young primigravidz there is definitely no place for it in the care 
of the elderly patient. If, in these patients, the prospects of labour at term 
are considered poor, then they should be delivered by Casarean section. 
There is no objection to the use of medicinal induction such as the Watson 
technique when the patient is approaching term. The use of quinine should, 
however, be omitted, owing to its well-recognized danger of causing fetal 
distress. Many will disagree with such a whole-hearted condemnation of 
premature induction of labour, and also with the advisability of employing 
medicinal induction. 
LABOUR 

It is necessary to consider labour in both booked and non-booked patients. 
The former, who have been carefully assessed in the thirty-eighth week and 
considered as suitable for labour, are allowed to start labour spontaneously 
at term. Management is carried out on the usual lines. When labour is well 
established, pethidine, 100 mg., is given by injection, and this may be 
repeated in two or three hours’ time. Half-hourly recordings of the feetal 
heart are made. There is no necessity for early vaginal examination, and 
provided that the quality of the uterine contractions is satisfactory and that 
continual progress is being made, this examination may be omitted alto- 
gether. When the second stage is reached the patient should use a trilene 
inhaler or a Minnitt’s gas-air apparatus, and if still undelivered after one 
to two hours in the second stage the delivery should be completed by 
forceps. In many cases episiotomy is advisable. 

There is one complication to which elderly primigravide are particularly 
liable, namely uterine inertia. It may be primary, but more often it will be 
found in association with one of the following conditions: an occipito- 
posterior position of the vertex, an inelastic or rigid cervix, or a minor degree 
of pelvic contraction. Provided that the membranes remain unruptured no 
immediate anxiety need be felt. If, however, the membranes have ruptured, 
or if liquor is slowly draining, then a thorough assessment of the case should 
be made by performing vaginal examination under anzsthesia. This ex- 
amination should indicate whether labour should be allowed to continue or 
whether the patient should be delivered by Cesarean section without further 
delay. ‘The decision should be based on the pelvic capacity and on the state of 
the cervix. With practice it is possible to give a very good opinion on these 
two points. Usually, if after a period of unsatisfactory labour the cervix is 
found to be thick, elongated, and showing little tendency to dilate, then the 
prospects for vaginal delivery are bad, and the correct course is to proceed 
with Cesarean section without awaiting further labour. On the other hand, 
the cervix may be found well applied to the presenting part, thinned out, 
and being taken up. These are favourable signs and indicate good prospects 
for vaginal delivery. The assessment of the pelvic capacity is largely a 
matter of practice and clinical judgment, and it is difficult to lay down rules 
regarding it. If, however, it is felt that the inertia is associated with a degree 
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of reduction in the pelvic capacity likely to render ultimate vaginal delivery 
difficult, cases of this type are usually more suitably terminated by section. 
Difficult vaginal deliveries should be avoided so far as possible when dealing 
with elderly primigravide, for there is no consolation in the delivery of a 
live baby which shows signs of cerebral damage. The correct policy should 
be one of considerable latitude regarding Caesarean section when labour 
proves unsatisfactory, bearing in mind that the ultimate goal is not only a 
live mother and child, but an untraumatized mother and child. 

When dealing with the non-booked patient in labour the correct policy 
is early assessment of the case by careful vaginal examination if the clinical 
course of the labour indicates any abnormality such as inertia, or breech 
presentation. If everything appears to be normal and steady progress is being 
made, then the vaginal examination may be omitted. 

The third stage of labour also requires careful supervision. There is a 
greater tendency to postpartum hemorrhage and retention of the placenta in 
association with the increased incidence of fibroids. If a prolonged anzsthetic 
has been necessary for the delivery of the baby, then ergometrine, 0.125 mg., 
should be given intravenously following the delivery, and the third stage 
completed before the patient wakes up. This causes less shock to the patient 
than the giving of a second anesthetic for a complicated third stage. 


THE PUERPERIUM 
It is important when conducting the puerperium in these elderly patients 
to encourage early active movements. They should move the limbs actively 
from the beginning and should be got out of bed to a bed chair for emptying 
of the bowel and bladder. They have a tendency to a higher incidence of 
varicose veins, and in consequence a higher incidence of thrombophlebitis. 
Early movement decreases the likelihood of this trouble. 

Breast feeding is often inadequate in these patients, and if so it is pre- 
ferable to establish artificial feeding of the infant before the patient goes 
home. Partial breast feeding supplemented by artificial, is a thoroughly 
unsatisfactory procedure, for it worries the patient and usually results in 
the baby receiving either too much or too little. 

A FIVE-YEAR REVIEW 
Much has been written on pregnancy and labour in elderly primigravidz, 
showing conclusively that the incidence of complications is increased. The fol- 
lowing figures are taken from the records of the Rotunda Hospital (in-patients 
only) for the five-year period, November 1, 1944 to October 31, 1949: 
TABLE 1 


ALL CASEs 


Total admissions .. a aid 19,507 

»» primigravide a <s 6,959 

» elderly primigravide i 537 
Over-all incidence . . - ‘<a 2.75 per cent. 
Incidence among primigravida .. 7.70 per cent. 
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‘TABLE 2 


ELDERLY - PRIMIGRAVID® 


Incidence 
Per cent. 


Elderly primigravide admissions 
Abortions 5 

Deliveries after 28th week . 
Twins 

Total infants ‘delive re ed 


“Toxzmia (all forms) 
Breech 
Forceps (low ‘and mid.) 
Cesarean section 
Pubiotomy 
Combined operative ‘delivery 
Spontaneous, including vaginal 
breech delivery 
Maternal deaths 
These tables do not require much elaboration. From table 1 it may be 
noted that of the primigravide admitted during the five-year period under 
review, 7.7 per cent. came under the category of elderly. From table 2 the 
high operative delivery rate may be seen, and the Cesarean section rate was 
almost 16 per cent. During this period the Casarean section rate in the 
hospital as a whole amounted to 3.7 per cent. Table 3 shows the results re- 
garding the infants. It may be said that of all the elderly primigravide who 
reached the twenty-eighth week of gestation, nine out of ten of these 
patients succeeded in bringing home a live baby. It is stressed that the 
figures regarding the infants lost are uncorrected. Of the fifty-one infants 
lost, many were grossly premature and some were abnormal, and in many 
instances the pregnancy was complicated by severe degrees of toxxmia, 
accidental haemorrhage, or placenta previa. Tables 4 and 5 compare the 
results in two age-groups. It may be noted that the operative delivery rate, 
particularly regarding Cwsarean section, was much greater in the older 
group. Otherwise the two tables show a marked similarity. 
Throughout the whole series there was one maternal death. This occurred 
in a patient suffering from severe toxemic accidental haemorrhage, com- 


TABLE 3 


T HE ir ANTS 


aad tenMeenee “Pe | Incidence 
Total infants delivered F .o §23 | Per cent. 


Stillborn oe ea ne ab 32 6. 
Neonatal deaths : 19 3- 
Total foetal loss (S, B and N.N. D.) 51 9- 
Total feetal salvage .. : ; 472 go.: 
Average weight of babies: 
Age-group 35-40 ; .. | 6b. 11 02. 
» »» 40 years and over | 7 lb. 7 oz. 
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TABLE 4 





35-40 YEARS AGE-GROUP 
_ ——————— | 


Incidence | 
Per cent. 








Elderly primigravide (35- 40) - | 


Abortions ; 

Deliveries after 28th week 3 
‘Twins 

Total infants ‘delivered 


Forceps (low and mid.) 

Cesarean section 

Pubiotomy 

Combined operative ‘deliver ry 

Spontaneous, including vaginal 
breech delivery 

Maternal deaths 

Stillborn 

Neonatal deaths 

Total fetal loss S/B ‘and N. N. D. 

Total foetal salvage .. 


plicated by cerebral hemorrhage. It will be noted that the average weight of 
the babies in the older group is greater than normal. It has always been my 
impression that this is so, but the fact has not been borne out in certain other 
reports dealing with series larger than the one presented here. 


SUMMARY 


(1) The term elderly primigravida has been defined, and some general 
considerations about these patients have been mentioned. The distinction 
has been made between the elderly primigravida due to late marriage and 


TABLE : 


40 Yzans AND Ove. Ace- GROUP 


| Incidence 
Per cent. 


Elderly primigravide (40 and over) | 112 
Abortions .. ne 9 
Deliveries after 28th week . oo 

| Twins + * I 
| Total infants ‘delivered e .. | 104 | 


Forceps (low and mi mid.) 
| {Czesarean section 
| Combined operative delivery 
| Spontaneous, including breech de- 
livery 
Maternal deaths 
| Stillborn 
Neonatal deaths ka 
Total foetal loss S/B and N. N. D. 
Total feetal salvage .. £ 
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the one associated with a lowered fertility and probably genital hypoplasia. 
The importance of conducting the confinement in suitable surroundings has 
been stressed. 

(2) Antenatal care has been discussed with special reference to the in- 
creased incidence of abortion, toxemia of pregnancy, malpresentation, and 
minor degrees of disproportion. It is suggested that each patient should have 
her individual case carefully assessed at the thirty-eighth week with a view 
to determining whether suitable to allow into labour at term, or more suit- 
able for elective Cesarean section. Some definite indications for elective 
Cesarean section are mentioned, but it is pointed out that other circum- 
stances or combination of circumstances may indicate this course, largely 
depending upon the judgment of the obstetrician concerned. It is not con- 
sidered that premature induction of labour should be given any place in the 
management of the elderly primigravida. 

(3) The conduct of labour has been briefly discussed in both the booked 
and the non-booked patient. Particular mention has been made of uterine 
inertia, and the likelihood that it is a manifestation of some underlying 
abnormality such as contracted pelvis or non-dilating cervix. The importance 
of early assessment of the case by vaginal examination is stressed when 
uterine inertia is accompanied by ruptured membranes. 

(4) Five tables have been presented showing the results obtained in the 
management of elderly primigravidz over a five-year period at the Rotunda 
Hospital. In-patient cases only have been analysed. The high incidence of 
these patients has been noted, and also the high rate of operative inter- 
ference. I feel the results obtained for both the mother and child have 
fully justified the methods employed. 


I would like to thank both the present and the past Master of the Rotunda 
Hospital for allowing me access to the records and reports of the hospital for the 


five-year period reviewed. 
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THE CARE OF THE 
DIABETIC EXPECTANT MOTHER 


By J. H. PEEL, B.M., F.R.C.S., F.R.C.O.G. 
Obstetrical and Gynecological Surgeon, King’s College Hospital. 


THE obstetrician has a double interest in the problems associated with the 
pregnant diabetic woman. The discovery of insulin and the successful 
treatment of young diabetics means that girls who develop diabetes in child- 
hood or adolescence will now reach adult life. Amenorrheea is seldom per- 
manent, and fertility is not greatly impaired in the young adult diabetic 
female. Consequently, the narrower problem of the management of the 
diabetic expectant mother is one more commonly encountered. In the second 
place, however, it is known that many years before the development of 
clinical diabetes a patient may, during the course of a pregnancy, suffer from 
complications very similar to those which are so often seen in the established 
diabetic during pregnancy. It is becoming increasingly clear that these com- 
plications which are seen in the established diabetic during pregnancy are 
not entirely due to the diabetic state and are not related solely to abnormality 
in carbohydrate metabolism. Hydramnios, toxemia, and intra-uterine death 
of a pathologically large baby are common complications in diabetic preg- 
nancy, but they also occur in patients who are not diabetic. Hence, from the 
obstetric angle the problem has widened considerably, and it is hoped that a 
closer study of established diabetics during the course of their pregnancies 
may lead to a greater understanding of the problems concerned with 
hydramnios, toxemia, and intra-uterine foetal death in general. 


DIAGNOSIS 
In the majority of cases the clinical problem usually presents itself when a 
known diabetic woman becomes pregnant. The diagnosis of diabetes had 
been established long before the pregnancy started. It is important, however, 
to remember that diabetes may deve!op during the course of a pregnancy or 
that pregnancy may bring to light a latent diabetes. 

The occurrence of an intra-uterine foetal death within the last two or three 
months of pregnancy, or the delivery of a pathologically large baby whether 
stillborn or alive, should make one suspicious of the possibility of diabetes. 
The more common diagnostic problem, however, is raised by the discovery 
of a reducing substance in the urine on routine testing. It is commonly 
stated that lactose occurs in the urine during pregnancy. This is not true 
except immediately before delivery, during the course of delivery, or during 
lactation. On the other hand, it is very common to get traces of glucose in the 
urine throughout the antenatal period. This is due to a lowering of the renal 
threshold which may occur in normal pregnancy. If therefore sugar is found 
in the urine on routine testing, the next step is to test for acetone bodies and 
to inquire of the patient whether she has any of the clinical symptoms of 
diabetes, such as thirst, polyuria, pruritus, or loss of weight. In the absence 
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of these, the glucose in the urine can be ignored but the test should be re- 
peated in a week’s time. Should the glycosuria persist each time the speci- 
men is tested, it is wise for the practitioner to refer his patient to a hospital 
where a blood-sugar test and, if necessary, a glucose tolerance test can be 
carried out. It is only by this means that the diagnosis of diabetes can be 
established with certainty. 


TERMINATION OF PREGNANCY 


Although the over-all foetal loss in diabetic pregnancies remains at approxi- 
mately 25 per cent., the maternal mortality has been reduced to something 
between 1 and 2 per cent. It might reasonably be argued, therefore, that 
there is no indication to terminate pregnancy in any of these cases. Few 
physicians and gynzcologists would, however, take such an extreme view. 
The main factors which would influence us in advising against continuance 
of the pregnancy are these :— 

(1) The presence of associated complications, such as hypertension, renal 
disease, or retinitis. These are not uncommon in long-standing diabetics, 
and there is no doubt that they affect adversely the prognosis, both for the 
mother and for the baby. 

(2) Family history.—There is undoubtedly an hereditary factor in diabetes. 
If both parents suffer from diabetes the chances that the child will develop 
diabetes during the course of its life are very high. In practice this is not, 
of course, very common, but a strong family history on one side might in- 
fluence one in advising against pregnancy. 

(3) Previous bad obstetric history —There is no doubt that in a certain 
group of cases there is a recurrence in succeeding pregnancies of feetal 
death, either in utero or in the early neonatal period. I have known some 
patients who have had as many as three or four pregnancies which have 
ended in death of the baby, in spite of every possible care and preventive 
action. 

(4) There is no doubt that the control of the diabetes during the preg- 
nancy, as well as the severity of the condition, affect the prognosis for both 
mother and child. Not infrequently patients are met who cannot have satis- 
' factory supervision of their diabetic condition during the course of a 
pregnancy. These factors may be social or economic, but they are of con- 
siderable importance and must be taken into consideration in arriving at a 
final decision about the advisability of allowing a particular pregnancy to 
continue. The problem of termination of pregnancy is always a thorny one, 
and a decision should never be reached without full consultation between a 
physician with experience in diabetes and a gynecologist, as well as the 
family practitioner. 


PROBLEMS DURING THE ANTENATAL PERIOD 


During the early part of pregnancy the diabetic condition as a rule remains 
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relatively unaltered. If, however, the patient suffers from excessive sickness, 
which is not uncommon at this time, the carbohydrate starvation and ketosis 
which rapidly develop will seriously affect the diabetic condition. Excessive 
sickness in the early stages of a diabetic pregnancy is therefore a clear in- 
dication for hospitalization and further investigation and treatment. Later 
on in the pregnancy the insulin requirement usually increases. This fact, 
together with the lowering of the renal threshold which also tends to occur 
about the middle of pregnancy, often makes it advisable to admit the patient 
for stabilization about half-way through the pregnancy. It is important to 
realize that it is quite impossible to regulate diet and insulin requirements 
by testing the urine only. If the mistake is made of attempting to regulate 
the insulin dosage so as to maintain the urine sugar-free, then, because of the 
lowered renal threshold, serious hypoglycemic attacks are liable to occur. 
Hence, the only reliable method of gauging insulin dosage is by blood sugar 
estimations. 

In these cases the main interest from the obstetrical point of view centres 
round the developments which so commonly occur in the last two months of 
pregnancy. It is then that the following series of events often takes place. 

(1) Hydramnios.—This occurs in most diabetic pregnancies, but is severe 
in not less than 25 per cent. of the cases. It is a clinical condition which 
carries with it a poor prognosis from the point of view of the baby. Oakley 
and Peel have shown that the foetal mortality approaches 50 per cent. in cases 
associated with marked hydramnios. It is well known that hydramnios is 
commonly associated with feetal abnormalities. ‘These are particularly liable 
to occur in diabetic pregnancies, and their incidence is seven to ten times as 
great as in normal pregnancies. 

(2) Toxemia.—lIt is a well-established fact that during pregnancy diabetics 
are more prone to develop toxemia of pregnancy. There is considerable 
variation in the figures quoted in this respect. This is due, however, to the 
common practice of terminating pregnancy prematurely in these cases. The 
main incidence of clinical toxemia falls towards the end of pregnancy. 
Hence, if the majority of pregnancies are terminated as early as the 36th 
week, the incidence of toxemia will inevitably be lowered. Nevertheless, in 
Oakley and Peel’s series of 141 cases, in which termination of pregnancy 
was carried out not later than the 36th week, the incidence was 10.7 per 
cent. Ina larger series of cases when pregnancies had often been allowed 
to go to term, the incidence of the toxemia was 18.9 per cent. There is no 
doubt that the development of pre-eclamptic toxemia adversely affects the 
prognosis for the baby as well as for the mother, although in many cases 
perfectly healthy babies have been delivered from toxzmic mothers. 

(3) Intra-uterine foetal death.—In a series of 174 cases in which pregnancy 
had been allowed to go to term or until the onset of spontaneous labour, 
Peel and Oakley found that 48 babies died im utero before the onset of labour. 
The causation of this intra-uterine maceration is unknown. It is known, 








146 THE PRACTITIONER 


however, that it is not directly related either to the severity or to the control 
of the diabetes. It may occur in quite mild diabetics whose control through- 
out pregnancy has been perfect. 

(4) Large babies—With great consistency these diabetic mothers deliver 
themselves of babies which are grossly over-weight. It is not uncommon to 
find babies weighing between 7 and 8 pounds (3 and 3.6 kg.) when delivered 
in the 36th week of pregnancy. It has been shown that these abnormally 
large babies are often delivered by women who many years later develop 
diabetes. This suggests that there may be some factor which is active in the 
diabetic woman, either continuously or periodically, for a great many years 
before the actual clinical diabetes develops. This factor may be the growth 
hormone of the anterior pituitary gland. Young has shown that by the in- 
jection of a diabetogenic extract of the anterior pituitary gland into puppies 
excessive growth develops before the onset of the diabetic state. Diabetic 
children are often over-weight for their age some time before they develop 
diabetes. 


THEORY OF HORMONAL IMBALANCE 


No satisfactory explanation has so far been forthcoming to explain all these 
clinical phenomena which occur so frequently in these diabetic patients in 
the last eight weeks of pregnancy. Much attention has, however, been 
focused within recent years upon the theoretical considerations emanating 
from work done by Smith and Smith, and White in America. It was origin- 


ally shown by the Smiths as long ago as 1934 that the level of chorionic 
gonadotrophic hormone in the blood of patients suffering from pre-eclamptic 
toxemia was significantly higher than in normal patients. A large number of 
the cases they originally investigated were diabetics, chosen deliberately be- 
cause of the known association of the two conditions. They further showed 
that this high level of gonadotrophic hormone preceded by many weeks the 
clinical onset of toxzemia. Associated with this high level of gonadotrophic 
hormone there was a corresponding diminution in the concentration of both 
estrogens and progesterone in the blood stream. It is known that the 
placenta is the source of these three hormones during pregnancy. 

The theory of hormonal imbalance supposes that there is a functional 
abnormality in the chorionic epithelium of the placenta, which is responsible 
tor this hormonal imbalance. There seems little doubt from work which has 
been carried out in this country as well, that these claims are, in the main, 
factually true. What is not known is whether they are merely the result of an 
abnormality in the placenta which leads to these late pregnancy disasters or 
whether they are in any way directly responsible for them. The Smiths 
maintain that by the administration of stilbestrol, starting in the earliest 
stages of pregnancy and increasing the dosage progressively throughout 
pregnancy, this hormonal imbalance is remedied, with consequent diminu- 
tion in the incidence of these late pregnancy complications both in the 
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diabetic and in the non-diabetic. White, however, merely administers both 
stilbeestrol and progesterone with the idea of supplementing the normal 
production of these hormones and thereby diminishing the chorionic 
gonadotrophin. She claims a reduction in the fetal loss to 10 per cent. in 
diabetic patients and a corresponding diminution in the incidence of 
toxemia and prematurity. These results have not yet been confirmed in this 
country. Our own results, so far, with the administration of hormones are 
in no way better than those we have obtained without hormone therapy. It 
is too early, however, to prejudge this question, especially as there is an 
exfensive investigation being organized in several centres in different parts 
of the country under the auspices of the Medical Research Council, with a 
view to carrying out a thorough clinical test of the value of these hormones 


in diabetic pregnancy. 


CONDUCT OF DELIVERY 


In view of the danger of intra-uterine death in the last few weeks of preg- 
nancy and of the greater risk of maternal pre-eclamptic toxemia, most 
authorities are in favour of premature termination of pregnancy in the 
diabetic patient. The date usually chosen is between the 34th and 37th week, 
depending upon circumstances: the presence or absence of toxemia; the 
presence or absence of hydramnios; the estimated size of the baby; together 
with information that may be obtained from the history of any previous 
pregnancies, are the main points for consideration in deciding when to 
interrupt the pregnancy. The alternative methods available obviously are 
induction of labour and Caesarean section. 

The surgical induction of premature /abour is notoriously a difficult under- 
taking when the pregnancy is as early as 35 or 36 weeks. There may be long 
delay before the onset of labour, and the labour may be complicated by 
uterine inertia. In any case, there is a considerable risk of death of the baby 
during the course of the labour. These remarks apply particularly to the 
primigravida. Consequently, it is agreed by most obstetricians that if the 
pregnancy must be terminated at about the 36th week the wisest method is 
by Caesarean section in the primigravida but by surgical induction of labour 
in the multigravida. In the latter, if there is undue delay before the onset of 
labour or if inertia develops threatening the life of the baby, Caesarean 
section is justifiable. Against this method of dealing with these cases is the 
fact that there is a very considerable neonatal death rate among babies so 
delivered, amounting to about 15 per cent. The babies usually die within 
the first forty-eight hours after birth. The more premature the baby the 
greater is this neonatal death rate, but even though the baby may be fully 
matured there is still a considerable neonatal mortality among the babies of 
diabetic mothers. Prematurity may be responsible for some of their deaths, 
but in the majority of cases it is at most a contributory factor. 

It has long been thought that acute hypoglycemia in the baby was the 
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reason for these neonatal deaths. It is known that foetal hypoglycemia may 
occur as a result of overactivity of the pancreas of the new-born baby. As a 
result of our investigations at King’s College Hospital we feel quite sure 
that hypoglycemia is not the main cause of death. The neonatal death is in- 
variably associated with respiratory embarrassment and cyanotic attacks. 
Hypoglycemia occurs frequently in babies who survive; and babies who die 
often have no hypoglycemia at all. The exact cause of death remains un- 
known but it may possibly be associated with a suprarenal crisis. Because of 
the frequency of these neonatal deaths it is argued by some people that the 
babies who die in the neonatal period are the same babies who would have 
died in utero had the pregnancy not been terminated. I believe that this is 
probably true, but also that it is possible to rescue a few babies who would 
have died im utero had they not been delivered, and who manage to survive 
the neonatal period. At any rate, the over-all figures show the best results 
when routine premature termination of the pregnancy is carried out. 


THE NEW-BORN BABY 


Considerable care is necessary in managing these babies after they are born. 
I have mentioned their predisposition to respiratory embarrassment and 
cyanotic attacks; hence they should be placed immediately in an oxygen tent. 
No attempt should be made to feed them in the first twenty-four hours, 
because such attempts usually precipitate a cyanotic attack. It has been 
suggested that regurgitation of the contents of the stomach may occur and 
subsequently become inhaled into the trachea. Aspiration of the contents of 
the stomach is therefore a good thing as soon as the baby is born; further, 
the baby should be nursed with the head slightly lowered so that any re- 
gurgitated fluid can run out of the mouth and nose. I prefer not to give 
glucose in any form. Once the baby has passed the crisis of the first forty- 
eight hours he usually does very well. We find that only about half the 
mothers are able to feed the babies. This deficient supply of milk is again 
probably associated with a pituitary abnormality, manifest in so many ways 
in these cases. One should always be on the lookout for congenital abnor- 
malities which may not always be manifest at birth. We have found in the 
majority of cases when the baby’s condition deteriorates after the first two 
or three days, that a congenital abnormality has been the responsible cause. 


CONCLUSION 


From what I have said it is clear that the management of these extremely 
difficult cases throughout their pregnancy is really a matter for an expert 
team. The diabetic condition throughout pregnancy requires constant super- 
vision; the timing and mode of delivery require expert knowledge and 
judgment on the part of the obstetrician; the care of the new-born baby 
requires, above all else, a team of nurses who are accustomed to dealing with 
these babies, as well as all the facilities necessary to deal with emergencies. 





OBSTETRIC ANASTHESIA 


By E. A. PASK, O.B.E., M.D., F.F.A.R.C.S. 
Professor of Anesthetics, University of Durham. 


A Review of this kind should attempt to present the various methods of 
anzsthesia available, without particular bias towards any. General prac- 
titioners are probably more interested in those methods which have gained 
a reasonably wide measure of acceptance and which may be considered as 
established, than in new developments, however promising. It is, however, 
difficult to write without to some extent adopting a point of view. Where 
this has been done, an attempt will be made to make it clear. 

The cases with which the practitioner will be concerned divide themselves 
into two groups. First, those to be dealt with in the patient’s home, includ- 
ing, in general, only minor operative procedures, such as the application of 
low forceps, or suturing of a lacerated perineum. Second, those to be dealt 
with in a nursing home or local hospital. This group will include major 
procedures, such as versions or Cesarean section. It may be assumed that 
for the latter group a reasonable amount of equipment, including particularly 
the essential safety equipment, will always be available. For the former 
group, the equipment will be limited to that which the practitioner considers 
he is able to carry with him. 


CHOICE OF ANASTHETIC METHOD 


The variety of methods of anzsthesia advocated for obstetrics strongly 
suggests that no very good technique has yet been discovered. One of the 
difficulties of assessing these techniques from their descriptions in medical 
literature is that it is not always made clear how great a degree of precision 
in execution is necessary before the described results can be obtained. Some 
techniques yield admirable results, but only as the reward of the most 
meticulous execution. This requires not only constant practice, but per- 
fectly functioning equipment and sufficient time to fulfil every detail of the 
observation and care of the patient. These requirements are extremely 
difficult for the busy general practitioner to meet, and he is therefore more 
likely to achieve a uniform good level of success with techniques which are 
more tolerant of minor imperfections in execution. It will probably be to 
the advantage of his patients if he can choose for obstetric work methods of 
anzsthesia which are applicable also to the general surgical patient. Ex- 
perience in one field then contributes to the other, and, as in every branch 
of medicine, experience is important. Without sufficient experience to back 
it up, no anzsthetic technique, however well conceived, can possibly suc- 
ceed. The more elaborate it is, the greater the failure is likely to be. 
Whatever method is chosen, there are certain essentials. First, there are 
two patients to think of, mother and child, and the object is to secure 
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adequate anzsthesia for the one, with the least disturbance for the other. 
Unfortunately, the placental barrier presents little obstacle to the transfer 
of either sedative or general anesthetic drugs from mother to fetus. Thus, 
sedatives must be avoided, so far as possible, when delivery is expected 
within four hours, and the minimum dose of general anzsthetic should be 
used. Second, women in labour are given adequate food and fluids so that 
the patient is presented for operation with a relatively full stomach. The 
risk of vomiting is always present. Third, breathing is hampered in a 
woman at term. The large uterus effectively splints the diaphragm so that 
greater reliance is thrown upon thoracic respiration, and any interference 
with intercostal movements will lead to anoxia. This factor must particu- 
larly be remembered if spinal anzsthesia is chosen for Czsarean section. 
Fourth, the requirements of the operator must be met. For the majority 
of obstetric manceuvres a very light plane of general anzsthesia will suffice 
in the presence of a clear airway and adequate oxygenation. Operators’ 
requirements for Cesarean section, both classical and lower segment, vary 
greatly. Some require almost no relaxation, contending that the already 
stretched abdominal muscles scarcely affect the necessary exposure. Others 
find that a lower segment section requires considerable muscular relaxation. 
These requirements must be met, but it must always be remembered that the 
lighter the anesthesia and the shorter any unavoidable period of deep an- 
zsthesia, the better it will be for the child. 

For certain manipulations, such as version, profound general anzsthesia 
is required to ensure relaxation, not only of abdominal muscles, but of the 
uterine wall as well. This cannot be secured by regional block of the ab- 
dominal musculature or by the use of the relaxant drugs at present available. 
Deep anzsthesia is here unavoidable. Finally, in obstetric practice there is 
always a risk of sudden hemorrhage or profound shock from necessary 
severe manipulations. Certain anesthetic methods which work well and with 
what can only be described as ‘slickness’ in normal cases, none the less leave 
a patient badly prepared to withstand either of these unfortunate emer- 
gencies if they should occur. 

Let us consider first the wider category, that is, patients in nursing home 
or hospital practice. The anesthetic techniques available can be divided into 
the main categories of general anesthesia, regional nerve block, and local 
infiltration. 

GENERAL ANASTHESIA 
This group can be divided again into (a) inhalational, (b) intravenous, and 
(c) combined methods. 

Inhalation anesthesia offers the following advantages over other methods 
for our present purpose :— 

(1) It is readily controllable. If deep anzsthesia is required, it can be 
secured for short periods without undue delay, and it can then quickly be 
eliminated. 

(2) Although vomiting during induction may be rather common, when 
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the patient’s stomach is full, the risks associated with the vomiting seem 
much less than if it occurs during intravenous anesthesia. 

(3) Adequate breathing, and therefore oxygenation of the mother, is 
relatively easy to secure. 

Since it is assumed that simple apparatus is available, a nitrous oxide- 
oxygen induction will be usual. Thereafter, ‘trilene’ or chloroform may be 
added, with recourse to ether if deep anzsthesia is needed. 

The ‘case of chloroform’ will be considered in more detail later, but it 
may here be said that it should not be given, even in small quantities, to 
patients who have been vomiting or have not taken food during the pre- 
ceding forty-eight hours; to patients whose labour has been prolonged, or 
to patients who have already received a previous chloroform anzsthetic 
during labour. In these groups, the risk of liver damage is much increased 
(Sheehan, 1950). 

Before any general anzsthetic is attempted, adequate premedication must 
be secured if the administration is to be trouble-free. Sedatives of all types 
are contraindicated, but adequate atropinization should be attained. Atro- 
pine sulphate, 1/100 grain (0.65 mg.), will usually prove satisfactory if given 
hypodermically forty-five minutes to one hour before the anzsthetic. If so 
much time is not available the drug should be given intravenously in the 
same dose, when a sufficient effect will generally be achieved in about five 
minutes. 

Whenever possible, induction of anzsthesia should take place upon a table 
which can be tilted, so that in the event of vomiting the patient can be tipped 
head down. Suction is a valuable precaution to have at hand. The induction 
should be brisk, perhaps using discreet amounts of carbon dioxide to stimu- 
late respiration and carry the patient as quickly as is reasonably possible 
through the vomiting zone of anzsthesia. A patient who is breathing deeply 
finds it difficult to vomit. Rapid induction also permits the concentration of 
anzsthetic in the nervous system to build up rapidly without saturation of 
the other tissues, such as the muscles and fat. This enables a deep plane of 
anzsthesia to be secured without the mother having inhaled large quantities 
of the anzsthetic drug, and without large amounts having crossed the 
placental barrier. It is important, from the point of view of the child, that the 
minimum of anzsthetic should be used before the cord is clamped, and 
therefore everything should be in readiness and the operator ‘scrubbed up’ 
before induction is started. The practitioner who becomes skilled in achiev- 
ing such rapid induction without gagging, vomiting, or anoxia, will be able 
to offer a ‘fair deal’ to mother, child, and obstetrician. 

For the performance of external version a powerful anzsthetic agent is 
necessary. As delivery is not usually expected in the immediate future, the 
choice of premedication will depend only upon the patient’s circumstances; 
in addition, proper preparation can be carried out so that the hazard of 
vomiting is small. The choice lies between ether and chloroform because of 
their potency, and of these two ether is recognized as being safer. It is 
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essential, if good results are to be obtained, to discourage any attempts at 
manipulation until the desired plane of anzsthesia has been reached. This is 
usually lower plane three of stage III of the Guedal system of designation of 
planes of anzesthesia. 

Intravenous anesthesia.—Intravenous anzxsthesia with short-acting bar- 
biturates, such as soluble thiopentone, has been advocated by Lundy (1942), 
and the combination of short-acting barbiturates and curare by Gray (1947). 
Although good results are no doubt obtained by experienced operators 
working in excellent hospital conditions, the method carries two dis- 
advantages. First, there is considerable risk of regurgitation if the stomach is 
full. At best this may put the patient in hazard from intractable laryngeal 
spasm, or at worst lead to inhalation of vomitus with dire results. Second, 
complete respiratory arrest will sometimes occur. Respiratory depression is 
common, and Lundy (1942) warns also of the possible depression of the 
foetus if too long a time elapses between induction of anzsthesia and delivery. 

Before using intravenous anesthesia the general practitioner should ask 
himself two questions: (1) ‘Can I be sure that the patient’s stomach is 
empty’? (2) ‘Am I equipped and competent to deal promptly and easily 
with complete respiratory arrest, if it occurs’? Unless an emphatic ‘Yes’ can 
be returned to both questions, the doctor accepts grave risk in using intra- 
venous anzsthesia, which only exceptional circumstances could justify. 

Combined methods._-The induction of anzsthesia with a very small dose of 
intravenous agent, and thereafter maintenance with inhalational agents, is a 
sound and useful method in general surgery. The risks are greater when the 
patient is unprepared and when the intra-abdominal pressure is increased. 
I believe that these slightly increased risks are not offset by any significant 
advantage, and that practitioners would do better to concentrate their 
attention upon nitrous oxide induction. With study and care such an in- 
duction can be made very tolerably pleasant for the patient. 


REGIONAL ANASTHESIA 


It is not surprising that the advocates of regional anzsthesia find their 
selected techniques very satisfactory. When meticulously applied, they do 
offer substantial advantages in safety, particularly to the child, and again 
particularly if the child be premature. There may be something lacking in the 
full relief of maternal pain and distress, since in labour the heavy accessory 
medication usually employed with regional anzsthesia is inadmissible. The 
real difficulty in their general utilization is that they are intolerant of any 
imperfection in application. Small variations in conditions and technique, 
sometimes quite unavoidable in busy obstetric practice, reduce the efficiency 
of the procedures disproportionately. 

Regional block may be achieved in several ways :— 

Spinal anesthesia.—This may be used as a low block for forceps delivery, 
for which it has found a certain popularity, particularly in cases of heart 
failure, or as a higher block for Cesarean section, and it is this latter use 
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which has given rise to considerable controversy. In its favour are the ex- 
cellent relaxation of skeletal muscles, the quiet abdomen, active uterus, and 
absence of effect upon the foetus. The administrator must, of course, be 
satisfied that exemplary asepsis is practicable. Against it are the hazards, 
immediate and remote, attached to any spinal anesthetic, with, in addition, 
the special hazards present in obstetric cases. For varied reasons, pregnant 
women at term seem to be unduly sensitive to spinal anesthetics, and little 
more than half the usual dose is recommended. As has already been men- 
tioned, the diaphragm is splinted by the uterus, and if the action of the 
intercostal muscles is interfered with, severe anoxia may result unless careful 
watch is kept on the patient and oxygen is administered throughout. Green- 
hill (1950) in a recent paper discusses more fully the use of spinal anzsthesia 
in midwifery. The consensus of opinion seems to be that spinal anzsthesia 
should only be embarked upon when there are positive indications for its use 
—these are rarely in evidence—and the administration of the anzsthetic 
should be regarded as a surgical operation, the remote morbidity of which 
is higher than was at one time thought (Thorsen, 1947). 

Caudal analgesia and anesthesia.—Great hopes were raised by the advo- 
cacy by Hingson and Edwards (1943) of caudal analgesia and anesthesia in 
obstetrics. In its finally developed form, a fine catheter is introduced into 
the sacral canal via the sacral hiatus during the first stage of labour. Frac- 
tional doses of a local anzsthetic agent are then instilled to maintain through- 
out labour a constant level of anesthesia, which can be extended at will if 
operative interference becomes necessary. By this method, complete freedom 
from pain during labour is achieved. Unfortunately, the technical difficulties 
of the procedure may be great, and considerable experience is required 
before caudal puncture can be carried out with a high degree of certainty— 
particularly in obese patients. The method is not free from risk, and marked 
falls in blood pressure are liable to occur. The incidence of low forceps 
delivery is increased by this form of pain relief. 

Pudendal nerve block is a useful manceuvre which provides good conditions 
for low forceps delivery, breech delivery, episiotomy, and perineorrhaphy. 
The innervation to the lower vagina and perineum is via the pudendal 
plexus, and its main terminal branch, the pudic nerve (S.1, 2, 3, 4), is 
accessible on the dorsal aspect of the ischial spine. The pudendal branch of 
the posterior cutaneous nerve of the thigh (S.1 and 2) is accessible just 
medial to the ischial tuberosity. By blocking these nerves at these points, 
skin anesthesia and relaxation of the vulva and perineum result (Tucker 
and Benaron, 1945). 


LOCAL INFILTRATION ANASTHESIA 


Local infiltration anzsthesia may be used both for perineal operations and 
for abdominal section. Although it is probably the safest method (Daven- 
port and Prime, 1950) for Czsarean section, this method is not ideal as, 
however well the area has been infiltrated with local anzsthetic, there is 








THE PRACTITIONER 


always discomfort when the head is extracted. It is because of this that the 
practice of giving a light general anesthetic at this stage became popular. 
This should not be undertaken lightly, as conditions for the induction are 
bad. The risks of general anesthesia mentioned earlier still hold good but, 
in addition, the patient may by now be upset and apprehensive, and the 
abdomen is open. 
IN THE PATIENT'S HOME 

In the field of domiciliary practice, open drop administrations of chloroform 
and ether remain the principal standby, and of these, pure chloroform seems 
to be the choice of a majority of practitioners (Gillies, 1948). That a drug 
which is treated with such circumspection by the specialist anzsthetist 
should be so firmly established a favourite with the occasional anzsthetist, 
is probably due to the simplicity of apparatus essential for its administra- 
tion, the rapid and pleasant induction, and the small bulk of anzsthetic 
agent required. In addition, chloroform is non-inflammable and can be 
used safely in the presence of fires. The chief dangers of chloroform are not 
so much the dramatic deaths from primary cardiac failure, or even the risks 
of delayed chloroform poisoning, but the fact that chloroform exerts a 
direct depressant effect upon the myocardium, shown by the fall in blood 
pressure and pulse pressure, which reduces bleeding from cut surfaces and 
makes it a favourite with some surgeons. These effects of chloroform will 
normally be well withstood by a fit woman; equally, the depressant effect of 
light chloroform anzsthesia will usually be survived by a healthy child, if 
delivery is otherwise uncomplicated. Foresight is imperfect, however, and 
if unexpected hemorrhage appears or serious interference becomes necessary, 
the fact that chloroform has been administered must be regretted. Its effects 
in such circumstances can tip the balance. 

If chloroform be used, it should certainly be withheld from patients who 
are ill: cases of haemorrhage and shock, prolonged labour, cardiac disease, 
hyperemesis gravidarum, toxemia, and previous chloroform administration. 

Whatever may be the pharmacological advantages of chloroform, I am 
very doubtful about the validity of the main argument so often advanced in 
its favour, that because of the simple apparatus needed to produce un- 
consciousness with the drug, it is the only agent really practicable in domi- 
ciliary work. On the one hand, a patient needs and deserves protection 
against the common, acute hazards of any form of anzsthesia, so that at 
least a gag, airway, wooden wedge, vomit swabs, forceps, and perhaps tongue 
forceps will certainly have to be added to the traditional ‘towel and dropper’ 
by a prudent practitioner. On the other hand, when midwives have managed 
for several years to carry a gas-air analgesia machine to many of their cases, 
it is a little difficult to argue that a doctor cannot possibly transport more 
than a bottle and towel. 

There is something to be said for the use of chloroform/ether mixtures. 
Induction with these mixtures is more pleasant than with open ether, and 
depression of the cardiovascular system is less marked than with open 
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chloroform. The risk of inflammability is, of course, present, but with ether 
in air this is limited. The gravest risk is of dropping and breaking a full 
bottle. This risk can be minimized by using a small (2 0z.=57 ml.) bottle 
for the administration, which can be filled as necessary from a stock bottle— 
kept outside the room. Obviously, an open fire should be dealt with if at all 
possible. 

Open techniques of this sort are often used to maintain a light plane of 
anzsthesia over considerable periods. The patient therefore remains in a 
stage of anesthesia which makes vomiting likely. The hazards will be more 
serious if delivery is effected in the lithotomy position than if the lateral 
position is used. 

ANALGESIA 


Analgesia during labour is outside the scope of this article, but some 
mention may be made of the general anzsthetic agents used for this purpose. 
Nitrous oxide has long been the main standby, used with air, as in the 
Minnitt gas-air machine, or with oxygen. In the former method, it is self- 
administered by the patient and has a very high degree of safety, but good 
pain relief is attained in a relatively small number of cases. The latter 
method, with oxygen, is more effective and has the added advantage that 
analgesia can readily be converted into anesthesia. Unfortunately, the con- 
stant attendance of a medical practitioner is required. 

A full evaluation of trilene as an analgesic during labour has yet to be made, 
but it shows considerable promise. Trilene is a liquid of low volatility and is 
self-administered by the patient, using some form of draw-over apparatus. 
Unlike a gas which can be delivered in predetermined and constant con- 
centrations, the percentage of trilene vapour inhaled depends upon such 
variables as the temperature of the liquid, the depth and rate of respiration, 
and the position of the apparatus. The production of an inhaler which will 
compensate for these factors within narrow limits will greatly enhance the 
utility of trilene. There seems little doubt that the analgesia obtained with 
this drug is much more marked than that achieved with gas-air, and the 
effects on the baby, even after long administration, are slight, provided that 
additional respiratory depressant drugs are withheld. In addition, the ap- 
paratus necessary is likely to be much lighter and more compact than that 
required for the administration of gas mixtures. 
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AIR TRANSPORT OF PREGNANT WOMEN 


By SIR HAROLD E. WHITTINGHAM, K.C.B., K.B.E. Lu.D., F.R.C.P. 
Director of Medical Services, British Overseas Airways Corporation. 


THERE are few reliable statistics regarding the effects of air travel by com- 
mercial airlines on gravid women, as the majority do not state their condition 
when booking, even though they may be in a late stage of pregnancy, and it is 
difficult for booking clerks to raise more than their eyebrows when a stout 
lady purchases a ticket. 


ROUTINE PRECAUTIONS 


In practice, some hundreds of pregnant women are transported by air 
yearly without any ill effects, provided that they take care to regulate 
their bowels and diet to avoid abdominal distension, move about as little 
as possible so as to minimize oxygen requirements, and, if they are liable 
to morning sickness or travel sickness, take an anti-airsickness remedy 
(e.g. hyoscine hydrobromide gr. 1/100) half an hour before the flight, and 
that they ensure that any seat belts used at take-off, landing or during 
turbulent weather conditions do not press unduly on their abdomens. For 
the last reason, pregnancy cases should preferably be accommodated in 
backward- facing seats so that the retention belt need only be loosely applied, 
otherwise they should be instructed to place the belt low down in the region 
of the groin. 

AIRLINE REGULATIONS 

Journey by air is the smoothest form of travel and there is far less chance 
of motion sickness or injury to the mother or feetus occurring from bumps 
and jerks than in any other form of public transport. Most airlines accept 
pregnancy cases up to the eighth month, provided they are in good health, 
but recommend that oxygen be available, whether or not the aircraft is 
pressurized. The limit is placed at the eighth month, so as to avoid, as far 
as possible, births in flight, which are not in the interests of mother or child 
and which throw an undesirable and unwarranted responsibility on the 
captain of the aircraft and crew, especially the stewardess, who is rarely 
skilled in maternity work and who would have to neglect the other passengers 
for the rest of the journey. 


EFFECT OF OXYGEN LACK 


Such tests as have been done with the aid of a low-pressure chamber tend 
to confirm observations made along airlines to the effect that those in the 
later months of pregnancy are apt to suffer from lack of oxygen (anoxia) 
more readily than usual at altitudes over 8000 feet, some even at 5000 feet, 
owing to dyspneea from increased intra-abdominal pressure. It has been 
suggested that this degree of anoxia tends to stimulate uterine contractions 
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and induce labour, but there is insufficient evidence to support this con- 
tention. During 1949, the United States Air Force in Europe transported 
from the United Kingdom to Germany on flights of about three and a half 
hours, 125 cases without any evidence of accelerated labour, although most 
of them were within a fortnight of full time. Experiments in which pregnant 
rats were subjected to low oxygen pressure equivalent to an altitude of 
10,000 feet showed neither abortion nor acceleration of onset of labour 
(Cross, 1950). In applying these results to humans, it must be borne in mind 
that small animals are more sensitive to oxygen deficiency than large ones. 
The effects of anoxia on the foetus have not been adequately studied. Low- 
pressure chamber tests show that the feetal heart rate rises 10 to 33 beats 
per minute between ground level and an altitude of 5000 feet (Harvey, 1950). 
Should the relatively low degree of anoxia produced at an altitude of 8000 
teet have any ill-effects on the foetus, it may well be during the early, rather 
than the late, stages of pregnancy—in a manner analogous to the results of 
certain infections affecting the mother causing congenital heart and eye 
defects (Swan et al., 1943), but the chance of this occurring seems very 
remote (Hill and Galloway, 1949). 


CONTRAINDICATIONS 


The difficulties of attending to a confinement or an abortion while on an 
aircraft with its limited privacy, space and water supply are obvious, so that 
the expected date of delivery and the possibility ot abortion must be care- 
fully assessed. It is important therefore that gravid females should be 
medically examined and suitably advised before undertaking an air passage, 
and that the doctor should know the proposed flight plan, its expected 
duration and the altitudes likely to be attained. If there is evidence of 
threatened or repeated abortion, eclampsia, or severe morning sickness or 
travel sickness, an air passage is inadvisable. Long-distance flights without 
night stops may be fatiguing and it may be desirable to break the journey for 
a day or so en route. Weather conditions are a minor problem nowadays, 
as most long-distance flights are made in pressurized aircraft where the 
maximum simulated altitude in the cabin is not greater than that of 8,500 
feet, the aircraft being at an altitude of 15,000 to 22,000 feet so as to fly 
smoothly above the weather. 


AIRLINE PRECAUTIONS 


When an airline is informed that a passenger is pregnant, appropriate 
action is taken as regards seating and equipment, and the captain of the 
aircraft and the chief steward are duly warned, so that as much consideration 
as is practicable can be given to the lady’s comfort. Should it be necessary, 
as in the instance of several pregnant women being transported on the same 
flight, a stewardess with a trained nurse’s and midwife’s qualifications 
would be detailed for duty. Most stewardesses, however, have not had a 
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maternity nurse’s training, although all are given some instruction in first- 
aid maternity work in case they have to deal with such an emergency. 

From time to time babies have been born in the air, fortunately so far 
without apparent ill-effects, although there has not been a full follow-up. 
It is most desirable, however, that those likely to start labour on a journey 
be prevented from travelling by air, as childbirths under such conditions 
are always hazardous to the mother and baby, as well as being worrying 
to the captain, may necessitate a diversion for an emergency landing, caus- 
ing other passengers much inconvenience and the airline considerable extra 
cost for petrol, landing fees and loss of time. 

Pregnant women may cause delays en route for reasons other than par- 
turition, as exemplified by this recent voyage report of a captain: “There 
was 50 minutes’ additional delay at Rome caused by sickness of a passenger 
seven and a half months pregnant. She was eventually off-loaded at her own 
request’. In any instance the captain has to notify by wireless the airport 
authority concerned to ensure that medical aid and ambulance transport 
are available to attend to the case immediately on arrival. 
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THE APPROACH TO SURGERY AND 
ANASTHESIA IN OLD AGE 


By T. N. RUDD, M.D., M.R.C.P. 
Physician, Belmont Hospital, Tiverton, Devon. 


THE subject matter of this article is dealt with from the point of view of the 
physician who has a large number of old people in his care. Surgeons and 
anzsthetists have, of course, their own views as to practice among the aged, 
as well as their own special techniques, but as successful geriatrics depends 
largely upon team work, the physician himself should have an attitude 
towards such matters which might normally be considered as lying outside 
his province. 
SURGERY IN THE ELDERLY 

A health survey of a large number of elderly people leads to the conclusion 
that this age-group commonly suffers from too little rather than too much 
treatment. Most of us can look back on cases which we now admit would 
have done better had they received operations at an earlier stage. The 
attitudes of mind which denied to the patient the benefits of surgery were 
usually those which still make the patient, his relatives or ourselves, un- 
willing to embark on the adventure. These attitudes are:— 

(1) The increased surgical and anesthetic risk in the aged. 

(2) The view that surgery in old age is an ‘unwarranted interference’ with 
the normal process of ageing. 

(3) The presumed ‘futility’ of treatment in really old subjects. 

The extreme conservatism of old age encourages unwillingness to recom- 
mend drastic treatment; when the patient consents, too often he does so 
unwillingly, and it is felt that efforts on his behalf do not receive his whole- 
hearted cooperation. An unwilling patient makes for a bad prognosis. The 
unfortunate result is that, in any group of elderly patients, there will be 
tound a certain number of uncontrollable hernias which should have been 
repaired; rodent ulcers which at any earlier stage would have been curable 
by X-ray therapy, as well as many other untreated but potentially curable 
conditions. 

Careful consideration of the following questions may lead to firmer 
grounds upon which to advise operations in the elderly :— 

(1) Assuming that the projected treatment is successful, what will be the 
patient’s expectation of life? 

(2) If he remains untreated: (a) what, then, will be his expectation of 
life? (b) what suffering is he likely to undergo, and how will it effect the 
family’s ability to nurse him at home? 

Two examples can be given from everyday clinical experience :— 

A patient aged seventy, reasonably active, has a large uncontrollable inguinal 


hernia, the size and weight of which impede his activity, and cause him much 
misery. One or two episodes of strangulation have already occurred and been over- 
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come by medical means. If he is untreated, he can expect to live for, perhaps, eight 
years, but these years will be affected by increasing discomfort and invalidism, with 
the constant danger that the hernia may strangulate. A successful operation will give 
him freedom from discomfort, danger and fear, and may even, by increasing his 
activity, lengthen his expectation of life. 


An arteriosclerotic patient, aged seventy-eight, has a small rodent ulcer of the face. 
He lives 30 miles from an X-ray therapy unit, and is unwilling to attend there for 
treatment. X-ray treatment may not prolong his life, but may save him from the 
pain and distress of an ulcerative condition which may progress rapidly, and cause 
grave nursing difficulties in the later months of his life. The inconvenience of treat- 
ment may well repay him, not only by saving him pain, but by enabling him to 
be kept at home to his life’s end, instead of his being transferred to hospital. 

In an otherwise doubtful case, explanation of these factors may lead to 
gaining the patient’s confidence and complete cooperation. 

Now, if operations on the elderly are to be undertaken, whether in general 
practice or in a geriatric department, the practitioner’s function is twofold: 
(1) to appreciate carefully the scope of surgery in suitable cases in this age- 
group; (2) to set out to obtain in every case, the full cooperation of the 
patient. At no level is this more important than in general practice where 
the bulk of such cases are first seen. Failure to consider these two factors is 
usually at the root of missed chances of surgical cure. With modern methods 
of surgical and anesthetic technique, the number of elderly people judged 
unfit for operations is steadily shrinking, and ‘unsuitability tor anesthesia’ is 
now an infrequent cause of missed treatment. 

(1) The scope of surgery in people over sixty-five is much wider than was 
realized some years ago, and age alone need be no bar to treatment being 
carried out. Experience of geriatric surgery shows that wounds heal well, 
even in advanced age, that the incidence of pulmonary and thrombotic com- 
plications is not overwhelming if the patient is mobilized rapidly after 
operation; furthermore, the senile heart stands anzsthesia well, provided 
shock is avoided. 

(2) The patient’s full cooperation is essential; without it, no surgical 
treatment, except in the gravest emergency, should be considered. A patient 
who consents half-heartedly is likely to be a bad operative risk and treatment 
should be postponed until his outlook changes. On the other hand, a patient 
who is willing, and embraces, as it were, the thought of operation, is likely 
to do well. The practitioner should therefore guard against over-persuasion ; 
and, having put before the patient in a clear manner the advantages of the 
treatment, leave it to him to make the decision. An unhurried patient, who 
feels that he is not being ‘bullied’ or over-pressed will often change his 
attitude, when left overnight. 


PRE-OPERATIVE INVESTIGATIONS 
When it has been decided that the condition is amenable to surgery and 
that the patient is prepared to cooperate, his general physical condition, with 
a view to operation and anzsthesia, can then be assessed. Investigation, with 
a view to surgical treatment can be carried out either in hospital or in the 
consulting room. The first part consists of a functional assessment of the 
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body as a whole and of each system separately, the assessment being based 
on a complete physical examination. That an answer in terms of ‘function’ 
is required should be stressed. The examiner should be interested, not so 
much in the sounds that the heart makes, as in its capacity to stand strain, 
and the same applies to the lungs and kidneys. Cardiac and renal function 
tests will therefore play a part in each examination. Such simple function 
tests as ability to climb stairs without dyspneea or to hold the breath without 
preparation are of immense value. Factors affecting postoperative complica- 
tions will require careful consideration; these will include the oral con- 
dition (septic disease may lead to suppurative parotitis and inhalation 
pneumonia) as well as evidence of past thrombophlebitis. Haematological and 
radiological examinations will take their place. The procedures to be carried 
out can be listed as follows:— 

(1) Routine clinical examination: historical and physical, of all systems. 

(2) Organ function tests: Breath-holding test. 

Renal concentration tests. 
(3) Laboratory examination: Blood examination and grouping. 
Blood urea. 
Fasting blood sugar and glucose tolerance test. 
(4) Radiological examination: Routine lung X-ray. 
Cardiac screening and X-ray at 2 metres. 
(5) Pre-anzsthetic test: Sensitivity to morphine and hyoscine. 


Although all these examinations, except the radiography, can be carried 
out in the patient’s home, or in the consulting room, there is a great ad- 
vantage in performing them during a short visit to hospital, where, over a 
period of two to three days, the elderly patient’s reaction to his new sur- 


roundings can be assessed. 

Blood counts.—Anzmic patients tolerate surgery poorly, and are vulner- 
able to shock; their wounds heal slowly. Surgical operations are seldom 
advisable on patients with a hemoglobin level of less than 70 per cent. 
Undoubtedly a small blood transfusion is the best treatment for this con- 
dition as it raises the plasma protein level as well as the hemoglobin. Patients 
with a higher hemoglobin, approximating to normal, will also often benefit 
from a small transfusion, and some geriatric surgeons recommend this as a 
routine in all elderly patients (Stieglitz, 1949). If facilities for transfusion are 
not available, and operation is not an emergency, daily intravenous injections 
of iron, combined with oral iron by the mouth, will be found an effective 
method of raising the hemoglobin. Transfusion should, however, hold pride 
of place. In this connexion Stieglitz states :— 

‘In making surgery safe for the aged, the greatest contribution of transfusion of 
whole blood may be its réle as a vehicle for transporting additional oxygen to the 
tissues for the rejuvenation of the metabolic processes, essential to life.’ 

Fasting blood sugar.—In elderly patients in whom diabetes is not un- 
common, a single examination of the urine is inadequate to exclude the 
disease. Diabetes occurs not infrequently in the aged without glycosuria; the 
diabetic state being masked by a raised renal threshold for sugar. These 
cases can only be diagnosed by blood sugar estimations. 
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Blood urea or non-protein nitrogen.—A marked elevation ot these suggests 
the need for more careful examination of renal function before an operative 
risk is taken. Short rest, under hospital conditions, combined with the 
treatment of anemia, if present, will often produce a marked improvement 
of renal tunction. 

Urine.—A routine examination of the urine should be carried out, and the 
daily output measured. The specific gravity of the twenty-four hour speci- 
men should be known. This is, in itself, a test of renal function. A more 
accurate test is that devised by Fishberg (quoted by Stieglitz, 1949), in 
which the concentration of the urine, under test conditions, is observed. 
This test, which has the merits of accuracy and simplicity, can be carried 
out with ease, either at home or in the Cottage Hospital. In any case in which 
vomiting or diarrhoea has been prominent, Fantus’s chloride excretion test 
should be carried out, as described by Marriott (1947). The simple reagents 
required should be at hand in every clinical side-room. 

In cases of surgical emergency, when the time does not allow a lengthy 
period of investigation, some modification of this routine is necessary. The 
geriatrician should, however, examine his patient tully, in order to advise 
surgeon and anesthetist as to the patient’s state. An immediate hemoglobin 
estimation at the bedside is required, and serum should be obtained for 
compatibility tests should blood transfusion be required later. Specimens 
for blood counting and laboratory grouping should be sent off to the nearest 
laboratory. The chloride excretion test should be done at the bedside. The 
prognosis in such cases is often improved by the cooperation of the patient, 
who readily undergoes operation to banish his unpleasant symptoms. 

As a preliminary to surgery and anzsthesia in the aged, the patient should 
be mobilized as much as possible before operation. In cases taken from 
home, the patient will usually be ‘up’ for most of the day. ‘Chronic sick 
wards’ still exist, however, where most patients are confined to bed for the 
whole or the greater part of the day, whilst even in general hospitals, frail 
elderly patients are often confined to bed in the preoperative stage. Such 
patients should be ‘got up’ before operation and this mobilization continued 
after surgery has been undertaken. 


ANZZESTHESIA IN THE ELDERLY 


Rowntree (1931) stresses the point that the anzsthetist is more important 
than the type of anesthetic used. A sympathetic anzsthetist, however in- 
experienced with the aged, who is willing to take into consideration the 
opinion of the geriatrician, will rapidly become a safe and kindly anzsthetist 
of the elderly. The following points should be borne in mind:— 

(1) In view of the importance of the haemoglobin level, the anzsthetist 
should be prepared to carry out his own estimation, in cases in which this 
has not already been done. A low result will indicate special care in 


anzsthesia. 
(2) Premedication should be light. The elderly are apt to be over-sensitive 
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to morphine, whilst some are frankly intolerant of it. If the patient can be 
admitted to hospital two or three days before operation, a trial dose of 
omnopon, } grain (22 mg.), and scopolamine, 1/300 grain (0.2 mg.), should 
be given. If this gives pleasant sedation, without undesirable after-effects, it 
should be repeated as pre-anzsthetic, one hour before operation. If vomiting 
is caused, the omnopon in the mixture should be replaced by dilaudid, 
1/32 grain (2 mg.). In view of the frequency with which scopolamine pro- 
duces disorientation and restlessness in the aged, many anzsthetists prefer 
atropine, 1/100 grain (0.65 mg.). 

The best anesthetic mixture for the elderly is a matter of opinion. Cyclo- 
propane is much favoured by some workers. The more simple gas, oxygen 
and ether sequence, however, gives excellent results, whether used with or 
without CO, absorption. This method is probably preferable when cardiac 
irregularities are present. Technical details are beyond the scope of this 
article; one of the numerous excellent reviews in the literature should be 
consulted: Burdick (1946). 

Mention should be made here of refrigeration anesthesia, of which Dr. 
Mareus Bird kindly supplies the following account :— 

‘In gangrene or other conditions requiring amputation of a limb, the value of 
refrigeration anesthesia must not be forgotten, as it makes surgery possible in hope- 
lessly debilitated or septic cases with almost complete absence of shock or con- 
stitutional disturbance. 

In brief, the technique consists in applying a tourniquet after preliminary chilling 
of the site with ice bags. Hemostasis must be complete. The limb is then completely 
surrounded with crushed ice contained in a rubber sheet for a period varying from 
half to two-and-a-half hours, according to the level of amputation. 

The limb can then be removed quite painlessly providing :—(a) the tourniquet is 
kept in place until the skin is about to be sutured; (b) no hot lotions or instruments 
are used; (c) no traction on the sciatic nerve is permitted. 

There is little postoperative pain if ice bags are used for thirty-six hours to pre- 
vent the stump warming up too rapidly. 

Skin grafts can be taken quite painlessly after applying an ice bag to the site for 
two hours. 

Allen (1942) and his colleagues of the New York City Hospital have evolved a 
thermostatically controlled refrigerating cradle which obviates the mess associated 
with this rather cumbersome method of anzsthesia’. 

In concluding, it should be stressed that anzsthesia in the aged is not 
necessarily a difficult art. It is, however, one which requires experience, 
and the greatest care. There is no place in geriatrics for the ‘occasional 
anzsthetist’. 

SURGICAL PROCEDURES 
When a surgeon is satisfied that his anzsthetist can give him reasonable 
operating time, without causing severe shock, he will be willing to undertake 
surgical treatment in the elderly which he would previously have refused. 
Geriatric experience has now opened a field for the performance ot prostatec- 
tomies in the very old, as an alternative to the relief ot obstruction by a 
suprapubic drain; and many old men, previously condemned to a life of 
danger and discomfort with a suprapubic tube, can now, with safety, have 
the second stage of their operation performed. Disabling herniz, uncon- 
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trollable by trusses, can be dealt with surgically, in the seventh and eighth 
decades of life, with great relief to the patient. 

Certain broad principles stand out clearly, and are well realized by all who 
have had any surgical experience with geriatric cases. Shock must be mini- 
mized by lightness of touch and avoidance of hemorrhage. For this reason 
the surgeon should do the minimum that the case requires, and modify his 
procedure to suit the requirements of the age-group dealt with. An instance 
of this is an alternative method of herniotomy in the aged, designed to 
minimize surgical shock, and at the same time giving a surgical repair 
adequate to the needs of the septuagenarian (Fitzwilliams, 1948). Children 
and old people stand long anzsthetics badly. The surgeon should therefore 
aim at completing his operation within an hour. 


AFTER-TREATMENT 


So often everything goes well until the patient is back in the ward. Then, 
when the effects of anesthesia wear off, a stormy period begins. Careful pre- 
paration will, however, do much to make this stage smooth and uneventful. 

Some mental confusion is to be expected in the very old, after any opera- 
tion, particularly one involving change ot scene by admission to hospital. A 
confusional state due to a drug must be thought of and a careful considera- 
tion of this point made. Hyoscine and scopolamine confusion is frequent; 
even barbiturates and sulphonamides may cause excitement. Discomfort 
from an overloaded bladder or bowel, which the patient seeks to empty, may 
be an added source of worry under the conditions of new surroundings. 
Wise, experienced nursing will anticipate this. 

Kidney function, otten defective in old age, will be worsened by salt and 
water depletion. For this reason, an intake and output chart is of great 
importance in the postoperative period. A falling urine output with an 
adequate intake, especially with a rising blood urea, is a serious sign, and 
may indicate prolonged administration of 5 per cent. glucose intravenously, 
with or without normal saline, according to the patient’s needs. As Marriott 
(1947) points out in an admirable study, the twelve-hour period of fluid- 
balance estimation is too long; an eight-hour chart should therefore be kept. 
A thorough understanding of principles of salt and water depletion is vital 
to the practitioner attending the elderly in the postoperative phase. 

Severe confusional states, as a result of nicotinamide deficiency, occur 
occasionally at this time, especially after chronic diarrhea or vomiting. Salt 
and water replacement with administration of the vitamin B complex are 
required. 

Venous thrombosis is one of the great dangers of the postoperative state. 
It can, however, be anticipated and sometimes prevented, by getting the 
patient up early, and by encouraging correct and deep breathing; if, in spite 
of precaution, thrombosis occurs, dicoumarol can be administered in the 
following circumstances :— 

(1) The patient must be in hospital under skilled observation, and labora- 
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tory facilities for estimation of prothrombin times must be available, either 
on the spot or near by. 

(2) The physician must thoroughly understand the use of the drug, the 
necessity of laboratory control by daily estimations of the ‘prothrombin 
time’, and the regulation of dicoumarol dosage thereby. 

(3) Facilities for transfusion of fresh blood in case of hemorrhage must 
be at hand. 

Having had the prothrombin level before treatment estimated, the 
physician may then proceed cautiously, keeping in mind the desirability of 
maintaining the prothrombin time within the correct limits established for 
the particular laboratory method in use. 

Absence of hemolysis (which vitiates the results of the estimation) must 
be assured by using a dry syringe, and avoiding vigorous shaking of the 
oxalated blood: 2 ml. of blood in a Wintrobe bottle is adequate for examina- 
tion. The blood should be taken at the same time every day, and before a 
meal. For fuller information the reader is directed to Wright et al. (1948), 
and Fullerton et al. (1949). The blood must unfortunately be examined 
within two hours of collection. This drawback precludes its use in hospitals 
not having their own fully equipped laboratories. 

Finally, a word on the healing of wounds, particularly of the extremities in 
cases of arteriosclerosis. This may cause anxiety and may greatly prolong the 
time spent in hospital. For such cases, as well as gravitational ulcers of the 
legs, massive dose administration of vitamin E (alpha-tocopherol) is worthy 
of trial. My own clinical experience suggests that in these cases vitamin E 
may be of considerable value. Its use has not yet been proved, however, and 
the treatment, is moreover, expensive. In using the preparation, the follow- 
ing points should be borne in mind (Vogelsang, 1949):— 

(1) Dosage should be around 200 to 300 mg. of vitamin E daily. Smaller 
doses are ineffective. (2) Its use should be continued for four to six weeks, 
or longer. (3) Iron salts are contraindicated during vitamin E therapy, as 
they inactivate alpha-tocopherol. (4) In cases of diabetes, insulin require- 
ments are modified during vitamin E administration, as hypoglycemia tends 
to occur. (5) Thyrotoxic heart disease is an absolute contraindication to 
vitamin E therapy. 
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ACUTE FOLLICULAR TONSILLITIS TREATED 
WITH ORAL PENICILLIN 
By DAVID WHEATLEY, M.B., B.Cuir. 


Severe tonsillar infection requires energetic treatment. In general practice 
the sulphonamides are often used for this purpose. Penicillin has not been 
used as much as it might have been owing to the inconvenience of repeated 
injections. 

Although Anderson (1949) has recommended it as the treatment of 
choice, four-hourly aqueous penicillin injections, or even eight- to twelve- 
hourly procaine penicillin such as he advises are not always convenient 
under present-day practice conditions. With the advent of high-dosage oral 
penicillin tablets, a more convenient method became available, which did 
not involve the expenditure of too much time. As acute follicular tonsillitis 
is mainly prevalent among children, the oral route is particularly indicated, 
as it has been used successfully in treating a number of conditions in 
children. 


Suchett-Kaye and Latter (1947) reported successful results in pneumonia in 
children from the use of oral penicillin, although sulphonamides were also employed 
in some of their cases. Markowitz and Kuttner (1947) treated upper respiratory 
tract streptococcal infections in children between six to fourteen years, with a daily 
dose of 100,000 units orally. They concluded that the method was satisfactory when 
doses were administered on an empty stomach. Robinson et al. (1948) have also 
described a number of conditions, including tonsillitis and pharyngitis, which re- 
sponded to oral administration of penicillin in doses of 100,000 to 125,000 units, 
three-hourly, for five days. Further, many workers have shown that satisfactory 
penicillin blood levels follow oral ingestion. Reisman et al. (1947) showed that 
100,000 units administered three- to four-hourly, gave satisfactory blood levels in 
adults and children, although their clinical results were disappointing. Husson 
(1947) found satisfactory blood levels in normal babies up to five months old with 
20,000 units daily in three-hourly doses. Stewart and May (1947) investigated blood 
levels in normal healthy individuals, and concluded that doses 10 times those given 
intramuscularly must be given, not less than four hours after meals. Finally, Cohlan 
et al. (1948) compared the effects of buffered and non-buffered oral penicillin in 
children and infants. They found satisfactory blood levels up to two hours after 
ingestion; but stressed the necessity of buffering the penicillin in children, as 
opposed to infants. 


CLINICAL DATA 


In view of the relative mildness of acute follicular tonsillitis it was thought 
permissible to increase the dosage interval to six hours, with a compensatory 
increase in the amount of individual doses. This was felt to be further 
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justified by evidence for the efficacy of long-interval parenteral doses 
(Altemeier, 1948; Barclay, 1949; Hamburger et al., 1949; Wheatley, 1947, 
1949). There was a definite purpose, too, in ensuring adherence to the 
dosage scheme by the patients or parents involved, as the cases described 
were seen in domiciliary practice. It has been my experience that the or- 
dinary individual cannot be relied upon to carry out a three-hourly dosage 
scheme during the hours of darkness, for a non-serious illness. So tar as 
possible it was requested that tablets be taken between meals; but this was 
often not done, and did not seem to influence the results. 

Throat swabs were not taken, as on the average this would not be done for 
this condition in general practice. The criterion of the presence of the 
disease was taken to be the acute follicular condition of the tonsils; and that 
of its subsidence, the disappearance of this condition. Other factors, such 
as pyrexia, soreness, adenitis, were also taken into account. No case was 
considered cured until pyrexia had completely subsided, although allowance 
was made for residual adenitis to subside. Mild cases without follicular 
swelling and cases of pharyngitis were not included in the series. Treatment 
was begun in all cases within 36 hours of the onset of the disease. Buffered 
tablets of 100,000 units were used at first, and when they became available, 
tablets containing 200,000 units of unbuffered crystalline sodium penicillin 
G. A control series of cases treated with sulphonamides (sulphamezathine 
or sulphamerazine in six-hourly doses) was also observed. 

Twenty-two patients were treated with penicillin, fifteen of whom were 
aged two to eleven years; the remainder were young adults. The six-hourly 
dose of penicillin for children ranged from 100,000 to 400,000 units (i.e., a 
daily total of 400,000 to 1,600,000 units). The young adults received 400,000 
to 800,000 units six-hourly (i.e., a daily total of 1,600,000 to 3,200,000 
units). 

The control series consisted of eleven children aged three to nineteen 
years, six young adults, and one middle-aged adult. ‘The children were given 
sulphamezathine or sulphamerazine, 0.5 to 1 g. six-hourly, whilst the adults 
were given 1 g. six-hourly. 


RESULTS 


The oral administration of penicillin in large doses at six-hourly intervals is 
considered to be an effective treatment for acute follicular tonsillitis. It 
compares favourably with an established method of treatment, namely, 
chemotherapy with sulphonamides. In the illustrative series, the average 
time for subsidence was (to the nearest decimal place) 3.7 days, as compared 
with 4.2 days for the sulphonamide-treated group. These figures are taken 
from the institution of treatment, this having begun, in all cases, within 36 
hours of the onset of the disease. In addition, to achieve these results the 
average length of treatment was: with penicillin, 3.1 days; and with sul- 
phonamides, 4.0 days. 
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SUMMARY 


Oral penicillin has many advantages over sulphonamide therapy. There are 
virtually no toxic effects with penicillin (one negligible erythema only, in this 
series), and extra fluids and alkalis, as with sulphonamides, are unnecessary. 
Sulphonamides, too, often cause unpleasant symptoms such as headache, 
nausea, and malaise, which may be severe enough to discourage the patient 
from completing the treatment. Apart from a slight salty taste, the penicillin 
tablets, particularly those of the crystalline preparation, are easily taken. 

The use of an oral preparation of penicillin in the treatment of acute 
follicular tonsillitis is of particular advantage in general practice. A large 
number of mild cases of tonsillitis will resolve readily without specific 
treatment, and in collecting the cases in this series care was taken to select 
only those which, it was considered, were severe enough to warrant such 
treatment. 
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THE SYMPTOMATIC TREATMENT OF 
FIBROSITIS BY ‘ADRENALINE CREAM’ 


By LOUIS MOSS, M.R.C.S., L.R.C.P. 


PRESENT-DAY treatment of fibrositis is mainly symptomatic and is directed 
to the relief of pain by various physiotherapeutic measures. 

Massage is considered the treatment of choice for all forms of soft tissue 
rheumatism. It stimulates the blood vessels and the lymphatics, abolishing 
capillary stasis and bringing an increased supply of blood to the affected 
tissues (Pemberton). 

In the great majority of these, cases, adequate treatment by massage 
cannot be instituted at once. The affected groups of muscles are spastic and 
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most painful on deep pressure. At this stage, treatment by deep massage 
would be of little benefit as it would only cause more spasm and pain. 
Consequently other physiotherapeutic measures have to be adopted, e.g. 
heat in all its various forms, various types of baths, short-wave diathermy, 
procaine injections. In spite of these measures, some considerable time 
must elapse before the patient is able to receive beneficial treatment by 
massage. This ‘time lag’ is eliminated by the use of ‘adrenaline cream’. 

In 1940 I reported that adrenaline, 1:5000 in an emulsion base, was 
more effective on local application as an analgesic than in the base that con- 
stitutes adrenaline ointment (1:1000) B.P.C., relief from pain being almost 
immediate. ‘The adrenaline content can be stabilized. In 1944 I reported that 
if this emulsion was deeply massaged into the points of maximal tenderness 
or trigger spots, it would cause relaxation of spastic muscle with relief of 
pain within one minute. Since 1944 I have treated nearly 2000 cases of 
fibrositis with adrenaline cream combined with deep massage over myalgic 
spots, with satisfactory results. 


TECHNIQUE OF TREATMENT 


There is a special technique in the use of the cream, which must be followed 
to get good results. Should the cream be applied over painful areas but not 
over the true myalgic spot, pain will be relieved for indefinite periods. 


The patient is placed in the position best favoured for muscular relaxation and 
search is made for the ‘myalgic’ spots. Pressure over these spots elicits a definite 
reflex. The patient winces and there is a jerk in the surrounding muscles, thus 
distinguishing them from false or ‘sore’ spots that only cause pain on pressure. 

The cream is massaged into the affected muscles. Within a minute, the superficial 
tenseness relaxes and the part feels softer and less painful. The myalgic spots can 
now be felt. They may be as large as a walnut or quite small; they may be in the 
superficial layer of muscles or deep down in another layer. They should be gently 
manipulated between the finger and thumb and deeply massaged. About ten to 
fifteen seconds is sufficient for the first treatment of a myalgic spot and then the 
whole area can be thoroughly massaged. A complete treatment need not last longer 
than ten minutes. 


A few hours after the first treatment there may be a ‘tissue reaction’, due 
to over-treatment, for it must be realized that muscles may be bruised, for 
they are relaxed and, as it were, under the effects of a local anzsthetic. 
Should this occur, the patient is instructed gently to massage the cream in 
again. 

If possible the patient should be treated daily, and it is surprising to see 
the results of one treatment. The parts feel softer, pressure over the myalgic 
spots is not so painful, and the patient is in less pain. From day to day 
treatment is carried on exactly as before. If there has been some over- 
treatment, massage should be more gentle. Usually it will be found that 
from day to day the muscles are more and more relaxed and the patient is in 
less pain. When the patient is free from pain or when pressure over myalgic 
spots does not elicit the reflex, the patient is symptom-free. 
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During treatment an interesting phenomenon will be noticed. At the end 
of the first treatment, the site of the myalgic spots will become deep red and 
this will persist for some considerable time. From day to day it will be 
observed that the redness over these areas becomes less marked and fades 
more quickly. When the patient is symptom-free, redness is no longer caused 
on deep massage; a generalized faint blush is all that can be seen, and this 
vanishes within a few minutes (restoration of blood supply to affected parts 
with resolution of myalgic spots). 

In cases in which the condition is acute, the cream should only be used as 
an analgesic, and active movement should be curtailed for a day or two. 

It is, of course, desirable to treat any primary causative factor that may be 
found, such as septic foci, and gross metabolic errors should be corrected. 


RESULTS OF TREATMENT 


The average number of treatments per patient was five. The number of 
treatments varied from 3 to 15; go per cent. received fewer than 8 treat- 
ments. The average length of time before becoming symptom-free was 9.5 
days; go per cent. of cases took two weeks or less to become symptom-free. 
Length of history was from one week to more than 20 years. After the 
third treatment it was most unusual for patients to have recourse to 
internal analgesics for the relief of pain. A tew patients have been seen again 
after a lapse of months and even years for slight recurrences, and it was 
noticed that the parts previously treated were still soft and pain-free. 


DISCUSSION 


Certain types do not respond to this therapy :— 

(1) The psychogenic.—It will be found that after a treatment muscular 
spasm will return within a few minutes. 

(2) The referred pains due to gross tissue changes, due to neoplasm, or 
metastases, will return after being relieved for a few minutes. 

(3) The pain of an early osteo-arthritis is not relieved. 

(4) Obese cases do not respond very well. 

A great proportion of patients suffering from fibrositis complain, not of 
muscular discomfort, but of pain and limitation of movement in joints. On 
examination, signs of peri-arthritis are not found. The myalgic spots causing 
this condition will be found in the muscles controlling the movements of the 
affected joints, and are usually found at their origins. Pressure over these 
spots will elicit the characteristic reflex, and the muscles will feel spastic on 
palpation. Treatment with cream will immediately relieve spasm. Pain will 
vanish from the joint and movement will become freer and painless. Pain in 
the big toe will disappear, and movement become free by deep massage over 
the extensor hallucis at its origin. 

Massage over the tendinous origin and the belly of the biceps muscle will, 
within a minute, lead to more movement at the shoulder joint in cases of 
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capsulitis. Many early cases of Dupuytren’s contraction have greatly im- 
proved by this treatment of the extensor and flexor muscles of the forearm. 
Spasm of these muscles is relaxed, and this is communicated to the tendons 
of the fingers. Naturally, dramatic results cannot be expected in advanced 
cases. 

Pain and stiffness of the ankle joint are often due to ‘fibrositis’ of the calf 
muscles. This can be relieved at once by this treatment. Pain and stiffness 
of the knee joint can usually be relieved at once by massaging the cream 
deeply into the quadriceps extensor muscle in its upper third. Pain in the 
temporo-maxillary joint and stiffness of the jaw are relieved quickly by 
massage of the myalgic spot in the masseter muscle. Thus it is almost 
axiomatic, in these cases of fibrositis, that in the absence of peri-arthritis, 
symptomatic treatment should be concentrated on the myalgic spots of the 
muscle controlling the movements of the joints. 

The number of treatments required varies according to the extent of the 
rheumatism and whether the myalgic spots are found in the superficial or 
deepest layer of muscles. For instance, deep-seated gluteal fibrositis and 
capsulitis of the shoulder joint require more treatments than a dorsal 
fibrositis or a stiff neck. 


SUMMARY 
Adrenaline cream is a valuable adjunct in the treatment of ‘fibrositis’ or 
rheumatism. It is a most useful analgesic, relief from pain lasting for many 
hours after one application. 
If necessary, patients can be instructed in self-treatment, thus relieving 
congestion at clinics. 


VITAMIN E IN THE TREATMENT OF 
CARDIOVASCULAR-RENAL DISEASES 


By V. R. O°CONNOR, L.R.C.P.L, L.R.C.S.L, D.P.H. 


SINCE the substance was christened vitamin E by Sure in 1924, following the 
pioneer studies of Hopkins, Evans, Mason, Mendel and Osborne, 
much intensive research has been carried out on alpha-tocopherol. Workers 
in many lands made contributions, and vitamin E is now accepted as a new 
member of the family of vitamins because of the morphological and func- 
tional alterations produced by its absence. 

During the past two years I have treated upwards of one hundred patients 
with vitamin E, and I therefore feel that my evaluation of this therapy will 
be of interest to other practitioners. My cases covered all types of heart 
disease except essential hypertension, in view of evidence that vitamin E is 
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not often of value in this condition. Patients with hyperthyroidism were 
also excluded because vitamin E is thyrotrophic. 


CASE HISTORIES 


The following briet case histories are selected from my series as being typical 
of the results which I have obtained :— 


Male, aged forty-six. Hall porter. Buerger’s disease in advanced stage, with 
ulceration on the sole of foot. Amputation advised by surgeons but refused by 
patient. In July 1949, was put on 300 i.u. a-tocopherol daily, increased to 450 i.u. 
after three months, plus two or three 500 mg. inositol capsules per day, since this 
lipotrophic factor has been found to be a valuable adjunct in refractory cases of 
Buerger’s and other types of peripheral vascular disease, as well as in the manage- 
ment of muscular dystrophies. Response was slow but steady, and throughout he 
has been able to carry on with his work. By December 1950 there has been satis- 
factory progress and treatment is being continued. 


Male, aged fifty-five. Naval rating. Discharged from Navy because of chest 
abscess and aortic valve stenosis. Anginal attacks during previous three years oc- 
curred at least once a week. The patient also complained of vertigo, dyspnaa and 
general debility. Consulted cardiologist, who expressed the opinion that he might live 
a further ten to twelve years with luck. On coming under my care in January 1950, 
I found blood pressure 184/90 mm. Hg; pulse 84, irregular. He was started on 
225 i.u. a-tocopherol (Vita-E) per day, stepped up to 300 i.u. after one month. 
‘There was a dramatic response, as the patient was entirely free from anginal attacks 
or vertigo after the first fortnight. His general health now (11 months later) has 
greatly improved and he should continue to thrive on the therapy. 


Female, aged sixty-six. Suffered from angina pectoris for three-and-a-half years 
and unable to walk without pain. Blood pressure 210/90 mm. Hg. In June 1949, 
was ordered to bed for six weeks and given trinitrine and phenobarbitone, which 
lessened attacks and enabled her to move about very slowly. Still unable to walk 
more than 200 yards on the level without an attack occurring. In August 1949, was 
put on 300 i.u. of ‘Vita-E’ daily and after two months she found herself capable of 
walking half a mile without pain or distress. She continued to make excellent pro- 
gress, and in December 1950 her state is highly satisfactory. Blood pressure now 
155/85 mm. Hg. 


Male, aged fifty. Cabinet maker. Anginal attacks radiating into left arm on the 
least exertion. Recommended two months’ rest by hospital specialist and told that 
he must not resume work. Routine treatment produced no improvement, and on 
coming to me in December 1949 I put him on 300 i.u. ‘Vita-E’ daily. Response was 
rapid, and in a month he found himself able to get around freely without attacks. 
Improvement was progressive and in nine months he resumed his work and sub- 
sequently has had no setback. 


Male, aged fifty-six. Factory worker. Suffered from chronic ill-health for some 
years, aggravated by alcoholic abuse. In June 1949, developed coronary thrombosis 
during an attack of influenzal bronchitis. Pulse 120; marked dyspnoea. Penicillin 
and cardophylin, and 450 i.u. of a-tocopherol daily were given, and after two months 
this man was able to return to work. Unfortunately he neglected his treatment 
and again resorted to alcohol, with the result that seven months later bronchitis 
supervened and his condition was most serious. Heart was found to be enlarged; 
blood pressure 200/110 mm. Hg; pulse 124. The previous treatment was re- 
instituted and the patient made a good recovery and was able to return to work 
after five weeks. He abstained entirely from alcohol following the warning he had 
from two separate heart specialists as to the gravity of his condition. Three months 
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later (October 1950) the blood pressure had fallen to 190/100 mm. Hg; pulse to 
80, and there was only slight dyspnea. He remains on a maintenance dose of 450 i.u. 
of vitamin E, plus B-complex. a-Tocopherol certainly saved this man’s life. 


Female, aged seventy-one. Housewife. Obese. Blood pressure 210/100 mm. Hg. 
Dyspnea accompanied by vertigo and mild anginal pain since 1944. Bronchial 
catarrh, troublesome at times. Unable to perform household tasks and compelled to 
sleep on ground floor. Orthodox measures provided symptomatic relief, but anginal 
attacks persisted. Started on 300 i.u. of ‘Vita-E’ daily in November 1949, and later 
increased to 450 i.u. without any adjuvant therapy. By the third month the patient 
reported feeling very much better and stronger in herself, and there were no anginal 
attacks even on moderate exercise when last seen in November 1950, one year after 
treatment started. Blood pressure 180/90 mm. Hg. 


Male, aged sixty-seven. Heart disease. In poor health for many years and during 
1949 spent seven weeks in hospital following influenza and swelling of ankles. Heart 
block diagnosed; W.R. negative; heart rate 40; pulse 24; blood pressure 200/100 
mm. Hg; heart enlarged; ventricular extrasystoles. Unable to walk more than a few 
yards at a very slow pace. In August 1950 was put on a-tocopherol, 450 i.u. daily. 
Three months later the heart rate and pulse were both 44, and blood pressure had 
fallen to 160/85 mm. Hg. The patient is delighted with his treatment as he is now 
able to walk quite freely and there is no reason to suppose that his improvement 
will be other than progressive under prolonged therapy. 


Male, aged fifty-one. Machinist. Suffered from heart trouble since the age of 
twelve years, following an attack of rheumatism or rheumatic fever. W.R. negative. 
Dyspneea and fainting attacks increasing in frequency. Well-marked aortic re- 
gurgitation ; heart enlarged and apex displaced ; general pallor. This patient reported 
to me in May 1950, and was at once put on 375 to 450 i.u. of a-tocopherol daily. 
In a few weeks there was general improvement, and now, six months later, he is 
free from all symptoms and feels well in himself. The case has been seen and con- 
firmed by a specialist. Throughout he has been able to continue his work as a 
machinist. 


Male, aged fifty-eight. Buerger’s disease. A well-built man who complained of 
severe pain in calf of left leg for three years and inability to walk more than 30 yards. 
When condition was first diagnosed in hospital he was ordered graduated exercises. 
These he faithfully carried out for eighteen months and was able to encompass a 
distance of 50 to 80 yards slowly. On coming to me in October 1949 he was put on 
a-tocopherol, 300 i.u. daily, and in three months dosage was increased to 450 i.u., 
and ‘inositol’, 1 g. daily, was given as a supplement. After three months he found 
himself capable of walking 500 yards quickly and a mile slowly, and his condition 
subsequently has remained satisfactory. Maintenance treatment continues. 


Male, aged fifty-seven. Fitter. Severe coronary thrombosis. When at work in 
January 1950 he had suddenly to be removed to his home in a factory car and given 
omnopon and aminophylline, and put to bed. Vitamin E, 450 i.u. daily, was pre- 
scribed, plus 1 tablet of digoxin daily for the first month. At the end of 30 days he 
felt so much better that he wanted to resume work, but this was not allowed owing to 
the gravity of his case. He was, however, permitted to return to his job in May and 
has been well throughout. He has, nevertheless, been kept on a maintenance dose of 
300-375 i.u. of a-tocopherol per day. 


Male, aged fifty-four. Factory worker. Never enjoyed first-class health and was 
always worried on account of an ailing wife. In March 1950, he came to me com- 
plaining of pain in the calf of the left leg which restricted his walking to 25 yards 
without severe discomfort. Blood pressure 100/75 mm. Hg; aberrant arteries in 
arms and no pulse felt in either wrist. Auricular extrasystoles. He had previously 
been ordered graduated exercises, with little improvement, but after being three 
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months on a-tocopherol, 450 i.u. daily, he was able to walk up to 500 yards and 
sustained only slight pain if he exceeded that distance without resting for a minute. 
Now, after eight months, he states that he has never been better in his life and feels 
an entirely new man. His colour, previously sallow, is now good. Like the others, 
he remains on a maintenance dose of vitamin E. 


Female, aged twenty-eight. Diagnosis of mitral stenosis six years ago. Because of 
her heart condition was sterilized in 1945, following the birth of her last child. In 
1948 she suffered from hemoptysis, swelling of ankles, and rheumatism in the hands. 
In March 1950, she had another hemoptysis and was very dyspnaeic, with pyrexia 
and pain in left cheek. Examined by tuberculosis officer but nothing found except 
mitral stenosis. She was referred to me in April 1950, and was at once put on 300 i.u 
of a-tocopherol per day. In a month she was so much hetter as to be able to look after 
her three children and undertake her housework. Now, in December 1950, she is 
quite well and free from all symptoms apart from occasional very faint systolic 
murmur. Maintenance dosage of vitamin E continues. 


Female, aged seven. Small fragile child. Mitral systolic murmur noticed when 
two years old. Unable to play games without dyspneea. Vitamin E, 225 i.u. daily, 
prescribed in July 1949. Benefit was such that in two months this child was able to 
play basket-ball and engage in other moderate games without being troubled with 
dyspneea. Subsequent examinations up to November 1950 showed the murmur to 
have disappeared, and the mother agrees that there has been a marked improvement 
in her child’s general health. She continues to have a maintenance dose of vitamin E 
daily. 


Female, aged sixteen and a half. Factory worker. Subacute rheumatism ; systolic 
murmur at apex with triple rhythm. Left auricular enlargement seen in screen 
Poor physique; weight 84 /b.; pale; pulse 120; pains in wrists. One month in 
hospital led to slight improvement but soon after discharge she was advised to apply 
for re-admission. However, the girl, against advice, was anxious to carry on so was 
put on 225 i.u. of vitamin E, and remained at her work. After a fortnight there was 
a spectacular improvement in her general condition and pulse was steady at 72, but 
as there was no possibility of her resting sufficiently she was again admitted to 
hospital for several months. The condition was now diagnosed as active rheumatic 
heart disease (mitral stenosis). During her stay in hospital, vitamin E therapy was 
suspended but was resumed immediately after discharge. For the past three months 
this patient has been back at work, and she feels and looks well. 


Male, aged fifty-four. Railway employee. Had three epileptiform fits eighteen 
months ago, thought to be due to cerebral tumour. Observation and investigation for 
a year led to diagnosis of cerebral atrophy, secondary to hypertension (neurologist) 
In May 1950 blood pressure was 220/130 mm. Hg; mentally slow; taking pheno- 
barbitone, 14 grains (0.1 g.) daily, and was very depressed. He was therefore put on 
150 i.u. a-tocopherol a day. After two or three weeks he became much brighter, and 
as the blood pressure came down the dosage was gradually raised to 300 i.u. daily 
Improvement was progressive, and he returned to work in August and has con- 
tinued to carry on without recurrence of the previous symptoms. Now (Dec. 1950) 
blood pressure is 160/85 mm. Hg; the patient looks well and has a sense of well- 
being. He is being kept on a maintenance dose of vitamin E 


CONCLUSIONS 


Inasmuch as every one of my hundred or more patients has responded to 
alpha-tocopherol—some of them in dramatic fashion—I consider it a 
valuable addition to the armamentarium of the practitioner. My extensive 
experience over two years has abundantly confirmed the necessity for high 
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dosage, and that an inadequacy of vitamin E can only lead to disappointment. 
So essential is it that the patient shall absorb the full unitage of alpha- 
tocopherol indicated, that the preparation used should be selected only 
from those brands that are specified in terms of international units (1 mg. 
of alpha-tocopherol acetate=1 international unit). This natural vitamin E 
can best be administered in solid form, so that it can be chewed and eaten 
with food during meals. In this way complete absorption of the vitamin E 
is assured. 

It is significant that when patients have ceased treatment for various 
reasons after a few weeks or a few months their improvement has receded, 
and that on resumption of a-tocopherol the original improvement has re- 
sulted, and in many cases been substantially bettered. After recovery, 
maintenance dosage is all-important. 

Although I have not noted it in any reports on the subject, the experience 
among my patients has tended to indicate that excessive intake of alcohol 
appears to have a harmful effect on vitamin E action. 

My case notes are necessarily brief and are unfortunately all that is 
possible for a busy practitioner. My hope is that they will at least stimulate 
the interest of other medical men in order that they in turn can advance 
their views on this valuable treatment. 


I wish to thank The bioglan Laboratories Ltd., of Hertford, for supplies of 
natural ‘Vita-E’ for use in my early cases before the manufacture of this product 
was begun in England. 








TURMOIL AT THE COLLEGE OF 
PHYSICIANS 


AN 18tn CENTURY EPISODE 
By M. D. WARREN, M.B., B.S. 


In the 18th century the Royal College of Physicians had a powerful influence 
on the practice of medicine, particularly in London. It was necessary to be a 
Licentiate of the College in order to practise in London or seven miles 
around. There was an examination for the Licentiate diploma and a stiffer 
examination for the Fellowship. There was no M.R.C.P. (although the 
F.R.C.P. seems to have been somewhat similar) but the Licentiates used 
to describe themselves rather loosely as Members. Before becoming a 
Fellow the examinee was styled a Candidate, and this title was used until 
he had completed his examination and duly been elected. Eight of the senior 
Fellows were known as the Elects; they elected the President and generally 
governed the College until 1860. 

A contemporary description of the form of the examinations for 
Licentiates and Fellows has fortunately been preserved in a legal document 
(Case for Consultation, Lawrence) in the possession of the Royal College, 
and I am grateful to the Treasurer, Professor W. G. Barnard, F.R.C.P., 
for permission to examine this document and to quote from it. 

In 1767, twenty-four Licentiates, among them Dr. John Fothergill, 
wrote to the President requesting that they be admitted as Fellows. At a 
Comitia Majora on June 25, 1767, nine Licentiates, including Sir W. 
Duncan and Dr. William Hunter, sat down among the Fellows, and when 
asked to withdraw by Dr. Akenside, as they had no right to be at the 
meeting, claimed that they had come there to demand their right to be 
admitted as Fellows. Argument and rowdiness then ensued, and the 
President, Sir William Browne, threatened to call in the city constables. 
Dr. Hunter replied that he would draw his rapier and repel force by force. 
The Comitia was then adjourned. 

On September 24, Sir William Browne, Drs. Askew, Thomas, Munckley, 
Brooks and the Fellows again assembled at the College to hold a Comitia 
Majora for the purpose of electing officers and granting licences. Mean- 
while, at the Queen’s Arms Tavern in St. Paul’s Churchyard, twenty-one 
Licentiates, including Sir William Duncan, Dr. W. Hunter and Dr. George 
Fordyce, assembled together with hired hooligans and a blacksmith. This 
band then attacked the Royal College, and with the help of the blacksmith 
broke into the meeting of the College. To quote:— 


‘In the meantime one of them busied himself breaking the College windows, and 
although he was told he could not get in at the windows because of the iron bars, 
yet he persisted until he had broken about forty squares, and beat off the head of 
his cane; he then said ““God Damn it I have broke my Cane”’ and desisted’. 


February 1951. Vol. 166 (176) 





TURMOIL AT THE COLLEGE OF PHYSICIANS 177 


Once more the Comitia was adjourned. On September 30, 1767, a further 
Comitia was held, earlier than usual, and the College was guarded by a 
number of city constables. No disturbances occurred and their business 
was concluded. Sir William Browne, whom Munk (Roll of the Royal 
College) described as ‘a man of strong feelings, extraordinary garrulity and 
utterly devoid of discretion’, resigned from the Presidency although he had 
only completed two years of the statutory five. Dr. Thomas Lawrence, 
physician and intimate friend of Samuel Johnson, was elected as President. 
Ultimately legal action was taken, which the Licentiates lost; but shortly 
after this three Licentiates were elected as Fellows without examination. 

The reasons given for rejecting the Licentiates who originally applied 
by letter are given as follows: 

‘Dr. De La Coeur was an alien and a Jew, Dr. Silvester and Dr. Maty were aliens 
and Dr. Fothergill (who did not take part in the more violent demonstrations) was a 
Quaker. None are doctors of Oxford, Cambridge or Dublin. None has studied 
four years in any University. Most have exercised the trade of an Apothecary Sur- 
geon or Midwife. None can be truly said to be profound, groundedly learned and 


deeply studied in Physic. Nor any of them qualified in point of learning to execute 
the office of Censor or to read the various lectures which are read in the College’ 


From this it is easy to list the necessary attributes required before a 


doctor could become a Candidate. 

The particular case of Dr. Fothergill is argued further. In his original 
letter Dr. Fothergill wrote that ‘he underwent three examinations touching 
his skill in Physic by the President and Censors of the College of Physicians 
at three different Comitia Minora, and having undergone those examinations 
to the satisfaction of the President and Censors and the rest of the Fellows 
of the College, they did at a General Meeting held on 1st October 1744 
admit him to practice Physick in London and seven miles round by Diploma 
under the College’. In the remainder of the letter he argues his case for 
being admitted to the Fellowship. In refuting Dr. Fothergill’s argument 
the College stated: 

It is true that these two doctors (referring to Dr. Fothergill and Dr. Archer) were 
examined by the President and Censors of three Comitia Minora and being approved 
by a Majority of them were proposed by the President at the next Comitia Majora 
to be licensed. But if they meant by saying that they underwent their examinations 
to the satisfaction of the President and Censors and rest of the Fellows of the 
College that they were examined by or in the presence of the Fellows of the College 
except the President and Censors it is not true. 

‘Neither is it true that the examinations undergone by these two doctors and other 
persons licensed at that time was in the same language on the same subjects and in 
every respect as full and compleat at the examinations which were then undergone 
by physicians previous to their being admitted Candidates or Fellows. 

“The Bye-Law of the College prescribed the course of examination of Candidates 
and Fellows that they should be examined in the Books of Hippocrates and Galen. 
But gave no directions touching the examination of Licentiates but the manner of 
examining of them was left wholly to the discretion of the President and Censors 
who sometimes examined them in Latin, sometimes in English according to the 
different abilities of the persons examined and always under the idea conveyed by 
the pre-amble of the then Statute concerning them, viz. that they were not 
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sufficiently learned to be admitted in the number of Fellows or Candidates, but yet 
might be useful to the sick. And it has been the constant usage of the College from 
the earliest time where any man had been examined and admitted to practise and 
afterwards acquired Qualifications requisite to his being admitted a Candidate and 
applied to the College for that purpose, to examine him over again. Late instances 
are of Dr. Munckley, Dr. Akenside, Dr. Brocklesby and the late Dr. Shaw. 

‘In the year 1750 a Draught of a Statute was laid before the College according to 
which the Licentiates were to be examined as many times and in the same part of 
Medical Knowledge as Candidates; but it did not pass. And about two years since 
a Bye-Law was made, directing that all examinations shall be in Latin’. 

These quotations do not need elucidation. It is interesting to note that 
there were no written examinations, and that not until about 1765 was it 
compulsory for the Licentiates to be examined in Latin. The inclusion of 
Drs. Munckley and Akenside as late instances of election to the Fellowship 
seems a little cynical, as Dr. Munckley, M.D. Aberdeen, obtained the 
necessary M.D. Cambridge in 1753, by express royal mandate, and became a 
Fellow in 1754 without ever having spent four years at any University. 
Dr. Akenside spent two years studying medicine at Edinburgh, practised 
surgery at Newcastle-upon-Tyne, obtained a M.D. at Leyden, and then, 
after a short time at Northampton, came to London under the patronage of 
Mr. Dyson, clerk of the House of Commons. He was made M.D. Cambridge 
by mandamus with the help of some influential friends in 1753, becoming a 
Fellow the year after. Drs. Fothergill and Archer never became Fellows. 

In 1783 the Royal College of Physicians instituted a distinct order of 
Licentiates in Midwifery. Dr. Thomas Denman, who had attended Dr. 
Smellie’s course of lectures on midwifery in 1763, and was later accoucheur 
to the Middlesex Hospital, was the first to be admitted to this Licentiate. 
This order of Licentiates ceased to be granted after 1800. 

I wish to thank Professor W. G. Barnard, F.R.C.P., Treasurer of the Royal College 
of Physicians, for permission to examine the documents mentioned above and for 


permission to quote from them, and also Dr. J. J. Keevil, Library Keeper of the 
Royal College of Physicians, for drawing my attention to these documents. 
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XXXVIII.—THE USE AND ABUSE OF INSECTICIDES 


By JAMES R. BUSVINE, D.Sc. 
Lecturer in Entomology, London School of Hygiene and Tropical Medicine. 


THE discovery and development of insecticides could quite well serve as a 
straw in the wind of applied science, since the progress in this field is a 
fair gauge of technological development. Like other aspects of modern 
civilization, they show how impatiently man hurries into applying new 
knowledge, often with excellent results, but sometimes merely multiplying 
the problems he is trying to solve. A recent Canadian appraisal of progress 
in agricultural insecticides (Pickett, 1949), concluded that, despite the great 
advances in materials and technique, the modern farmer and fruit-grower 
spend far more time and money on pest control than their fathers did. 
Certainly, chemical control measures can reduce the numbers of a particular 
pest to negligible proportions; but the insecticide may have even more 
drastic effects on parasites and predators which normally hold pests in 
check. So the final effect may be the elimination of one pest and its replace- 
ment by several others. 

The application of insecticides to pests of medical importance presents a 
simpler and more encouraging picture. It so happens that few medically 
important arthropods are mainly limited by parasites or predators; hence 
there is less danger of upsetting the balance of nature by indiscriminate use 
of insecticides. There is, in fact, good evidence that modern insecticides 
have made it possible to overcome several of the dangerous epidemic diseases 
which are spread by insects. The story of Naples in the winter of 1942-43 
showed how a typhus epidemic can now be quelled in a few weeks. All over 
the world malaria is receding, and in some areas the vector mosquitoes have 
been eradicated. Sandfly fever has been eliminated from much of the Middle 
East, and insecticides are now being used to control other insect-borne 
diseases, such as sleeping sickness, filariasis and yellow fever. ; 

It should be stressed that the most valuable asset of the new insecticides 
is not their effectiveness or even their important persistent action, but the 
fact that they can be manufactured in quantity in any industrial country, 
without undue expense. Thus, it is now feasible to use them on a vast scale, 
so that they are not merely employed to protect the richer urban dwellers 
in the tropics, but can be used to protect the rural population. Since the 
peasants in the paddy fields are the people who produce the food for the 
masses of Asia and Africa, their health is important in all respects. 

The medical uses of insecticides that I have discussed so far, however 
interesting, have no practical importance for the medical practitioner in 
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Britain. Insect-borne diseases are now happily of minor importance in this 
country, and the medical man’s principal interests in insecticides are two- 
fold: (1) they are valuable for combating bugs, lice, fleas and other pests of 
hygienic importance; and (2) he may be called upon to treat poisoning due 
to careless use of insecticides. Both subjects can be discussed more 
adequately after consideration of the range of new insecticides now available. 


THE INTRODUCTION OF NEW INSECTICIDES 


The discovery of DDT (dichlordiphenyl trichlorethane) almost tempts me 
to the cliché concerning the ‘dawn of a new era’ for insecticides. For one 
thing, it received widespread publicity (I myself was interviewed by Mr. 
Grisewood on the radio, to describe how DDT filled our war-time needs 
for insecticide). The abbreviated name, coined by Anglo-American 
authorities, soon became a household word. Following DDT, a considerable 
number of other synthetic compounds have been hailed as new insecticides, 
and it is difficult to keep abreast of the virtues and disadvantages of each. 

It is not a simple matter to decide which is the ‘best’ of a group of in- 
secticides, except in regard to one particular use. Many of the new com- 
pounds are rather specific in action; they may be excellent for destroying 
one pest and relatively ineffective against another. Furthermore, a high 
toxicity to mammals may exclude a substance from one us¢ but not from 
another. There is always a great deal of ‘development’ research to be done, 
before a compound of promise can be brought into general use. 

The multiplicity of new compounds introduced for pest control has 
created a problem of nomenclature. Most of them have long and difficult 
chemical names, quite unsuited for frequent use (except, possibly, by re- 
search chemists). A representative committee has therefore been set up, by 
the British Standards Institution, to recommend suitable common names for 
general use. A somewhat similar committee of the British Pharmacopeia 
Commission, decides the shortened names in the British Pharmacopezia. 
Like our pharmaceutical colleagues, we are anxious to avoid designation by 
initial letters, although some are so firmly established that it may not be 
feasible to change them. There are already DDT, BHC, 2,4-D, 2,4,5-T, 
DNC, DMP and TEPP; and it will be appreciated that this is a false kind 
of simplification which rapidly leads to confusion. Some of the approved 
names will shortly be published. 

DDT 
The general nature and many of the properties of DDT are widely known; 
they are summarized in a useful book on the subject by West and Campbell 
(1950). Probably the most important method of using DDT is to spray walls 
and other surfaces, in order to leave residual deposits which remain in- 
secticidal tor weeks or months, thus killing insects which subsequently 


crawl over them. This has proved an effective way ot controlling mosquitoes, 
bed bugs, sandflies and houseflies. With regard to the bed bug, the ideal 
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insecticide seems to have been found. The presence of bugs in an urban 
community should now be a matter for reproach to the local health de- 
partment. All that is necessary is a team of two or three men, some kerosene 
solution of DDT, and a knapsack sprayer. An average-sized bedroom can be 
treated in ten to fifteen minutes, and is safe for re-occupation immediately 
afterwards. There is therefore no need for temporary re-housing or any of 
the expensive and elaborate procedure of hydrogen cyanide fumigation. The 
method has been demonstrated in a large-scale trial by the Kensington 
Borough Council (Fenton, 1947), who instigated an experimental treatment 
of 3000 infested rooms with various spray treatments. Of those treated with 
5 per cent. DDT, only 2.8 per cent. were reinfested up to 14 years after- 
wards. 

Kerosene solution is satisfactory for use against bed bugs and has the 
advantage that it does not stain or mark walls; but it is far from being the 
most efficient way of applying DDT to porous wall surfaces. Much of the 
solution seeps into the pores and is virtually lost, since only the superficial 
deposit can contaminate the insects. Now, it is essential to contaminate 
certain insects very rapidly with a lethal dose. The pedestrian bed bug 
cannot fly away and avoid the DDT; but some mosquitoes, for example, 
are liable to escape without picking up enough to kill them, unless the 
deposit is such as to adhere to their legs as soon as they alight. To kill these 
elusive pests, an aqueous suspension of DDT is most effective, since only 
the water seeps into the pores, while the suspended particles are filtered out 
on the surface. A fine suspension of DDT, without too much other solid 
matter, is required; for other particles tend to cover up the DDT and pro- 
tect the insects. (For the same reason, DDT is less effective if mixed with 
paint or whitewash, for the particles of pigment tend to dilute and occlude 
the insecticide.) One disadvantage of many aqueous preparations of DDT 
is that they are liable to leave faint white smears on dark materials. 

An interesting, though unfortunate, development concerning DDT, is 
the appearance of races of the common housefly highly resistant to it. This 
phenomenon has occurred in places all over the north temperate zone, 
wherever DDT house-spraying has been widely practised. It seems likely 
that a few individuals in the pre-existing fly population possessed a gene 
(or genes) conferring high resistance to the insecticide. When DDT was 
extensively used, the ‘normal’ susceptible flies were killed off and the 
progeny of the resistant individuals proliferated to take their place. The 
effect is so pronounced, that DDT house-spraying becomes useless as a 
fly control method; and, what is even more serious, the flies soon become 
resistant to other chlorinated insecticides. The biochemistry and genetics 
underlying this phenomenon are most interesting and certain facts about 
them are beginning to emerge. It seems that the resistant flies possess an 
enzyme system capable of breaking down DDT internally, to a non-toxic 
compound. This probably accounts for most of their resistance. Since the 
flies are able to acquire resistance to other chlorinated insecticides (BHC, 
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chlordane), it may be necessary to seek for a totally different type of com- 
pound to attack them. 

The mechanism of toxic action of DDT has been studied in various ways, 
but still remains obscure. From the physico-chemical point of view, it has 
been suggested that the DDT molecule possesses lipoid solubility which 
enables it to get to its site of action, where it then releases hydrochloric acid 
(Martin and Wain, 1944), thus:— 


a ar CH~< as of Ns Ne + HCI 
EP as oe » ee s., 
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Unfortunately, this view is not supported by a correlation between the 
relative ease of de-hydrochlorination (in vitro) of various DDT analogues 
and their insecticidal activity (Busvine, 1946). It is known that lipoid 
solubility is of some importance, since it enables the compound to traverse 
the waxy cuticles of insects; but lipoid solubility is a property shared 
with thousands of other organic compounds. It merely accounts for the 
specific action to insects on contact; for administered internally, DDT is 
relatively toxic to vertebrates. 

Physiological investigations have demonstrated that one effect of DDT 
poisoning is the reduplication of nervous impulses (motor as well as sensory), 
both in arthropods and in a vertebrate—the frog (Dresden, 1949). Stimuli 
which normally produce a single burst of waves of potential alternation are 
found to induce a continuous series in nerves perfused with DDT emulsion. 
This result is consistent with the continuous, uncoordinated movements ex- 
hibited by insects and the excessive nervousness of vertebrates poisoned with 
DDT. It is of interest to note that Ca or Mg ions partially inhibit this re- 
petitive discharge (in isolated crayfish nerves), and that administration of 
calcium salts has been found effective in protecting vertebrates from in- 
toxication by DDT. However, the most effective compound was calcium 
gluconate, which may owe its action to the glucose part of the molecule (see 
below). Also, the best effect was obtained by administration before poison- 
ing, which reduces the probable value of calcium gluconate as an antidote 
(Judah, 1949). 

The effects of DDT on the nervous system are primary and characteristic, 
although they may not be the cause of death. A secondary effect, which 
occurs in both arthropods and vertebrates, is an increase in metabolism, with 
mobilization of glycogen reserves. In mammals, the liver glycogen falls and 
blood sugar rises and finally falls below normal. Death may sometimes be 
due to exhaustion or to hypoglycemia, which can be delayed or prevented by 
administration of glucose. There are considerable difficulties in separating 
primary from incidental effects (which may sometimes be the actual cause 
of death). Acute DDT poisoning in vertebrates may result in death from 
asphyxia or ventricular fibrillation. 

Chronic intoxication by DDT leads to storage of this rather stable 
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chemical in fatty tissues, so that a cumulative effect is possible. Nervous 
signs and symptoms usually appear betore the most advanced stages. Death 
is practically always accompanied by considerable hepatic injury. One con- 
sequence of the accumulation ot DDT in fatty tissue is that it may be 
secreted in milk, e.g., from cows too heavily and repeatedly sprayed for 
ectoparasites. 
ANALOGUES OF DD1 

There are several compounds, chemically analogous to DDT, some of 
which are more or less insecticidal. Few of them approach the power of 
DDT itself, but one or two are sufficiently good to have reached com- 
mercial production in America. One of these is dichlordiphenyl dichlore- 
thane (sometimes called DDD in Britain and TDE in America). This is of 
the order of one-third as insecticidal as DDT, but it has the advantage of 
being very much less toxic to mammals (see table 1, p. 187). 


gamma-BHC 


Benzene hexachloride (BHC), or more accurately, hexachlorcyclohexane, 
was prepared over 100 years ago by Faraday. Many years later it was shown 
that this compound can exist in various isomeric forms, differing in the 
arrangement of the chlorine atoms about the benzene ring. Five of these 
isomers are now known (alpha to epsilon) which differ little in chemical and 
physical properties. A few years ago it was found that the gamma isomer is 
highly insecticidal. This was announced by Imperial Chemical Industries, 
who manufacture it under the name ‘gammexane’ (Slade, 1945). 

gamma-BHC has rather different properties to DDT, which makes it a 
useful complementary insecticide. Towards most insects, it is considerably 
more toxic, being effective at, roughly, one-tenth the dosage. As compared 
with DDT, it is somewhat volatile; and thus, although it is less persistent, 
it is able to act in the vapour phase, whilst DDT has no fumigant action at 
all. The main objection to gamma-BHC is'a slight odour, which is dis- 
tinctly unpleasant in crude samples. 

Typical uses of gamma-BHC in hygiene are as follows: (1) It is excellent 
against ectoparasites: for example, a 0.2 per cent. liquid preparation is effec- 
tive for human head lice or pubic lice. Again, dusts containing about 0.5 
per cent. are effective against such pests of domestic animals as lice or fleas 
of dogs and cats. (2) A crude dust of BHC, containing about 0.5 per cent. 
gamma isomer, makes a useful dressing for refuse dumps during the summer 
months, to control flies or crickets breeding in the garbage. 

From the biochemical standpoint, the toxicology of gamma-BHC is of 
peculiar interest, since its closely related isomers are relatively inactive. 
Like DDT, the BCH isomers can be hydrolysed to give off hydrochloric 
acid; but this does not explain the outstanding value of the gamma isomer. 
An attractive theory put forward at one time, related its toxicity to a steric 
resemblance of the molecule to meso-inositol, a substance which occurs in 
many tissues of animals and plants (Slade, 1945). Some support was lent to 
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this theory by two independent investigations, in which the inhibiting action 
of gamma-BHC on certain yeasts and fungi was counteracted by adding 
meso-inositol (Buston et al., 1946; Kirkwood and Phillips, 1946). Experi- 
ments with insects, however, could obtain no evidence of this opposing 
action (Dresden and Kriegsman, 1948). 

The signs of poisoning by BHC differ from those caused by DDT in both 
vertebrates and arthropods. With insects, it was observed that there were no 
signs in the early stages corresponding to the curious excitation induced by 
DDT. When signs appeared, they progressed rapidly and irreversibly to 
death, whereas some insects can recover after showing effects of DDT. 
Similarly, it has been noted that mammals exhibit no signs of BHC in- 
toxication, until doses of dangerous magnitude are given. To that extent, 
this insecticide is more dangerous than DDT, since warning symptoms are 
less likely to be experienced (Cameron, 1945). On the other hand, chronic 
intoxication with gamma-BHC is less likely, partly because it is less cumula- 
tive in effect and partly because lower doses are likely to be used in practice. 
However, if mixed isomers are used, the other isomers may contribute to 
the poisoning, especially the beta, which tends to accumulate in animal 
tissues. 

DIELS-ALDER CONDENSATION PRODUCTS 


There is a type of chemical reaction known (from its originators) as the 
Diels-Alder condensation. Two ring molecules combine to give a double 
ring with cross linkages. Several compounds of this type, after rather heavy 
chlorination, have been found to be very active insecticides, e.g. : 
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Of these ‘chlordane’ has been marketed on a considerable scale and is 
fairly well known in the U.S.A. So far as I can judge, however, it does not 
offer any outstanding advantage over either DDT or gamma-BHC. Its in- 
secticidal powers are about intermediate; its volatility (and, hence, per- 
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sistence) are about the same as gamma-BHC; and its toxicity to mammals is 
roughly of the same order. 

The other compounds have been little investigated in this country; but 
one of them, namely ‘dieldrin’, seems very promising in preliminary tests. 
Unfortunately, it is said te be about five times as toxic to mammals as 
DDT;; so it is not yet possible to say exactly how it can be used with safety. 


ORGANIC PHOSPHOROUS COMPOUNDS 


During the recent war, the chemical warfare departments, in both Britain 
and Germany, discovered several highly toxic new phosphorous com- 
pounds. In Germany, at a time when there was a shortage of nicotine for 
agricultural purposes, their potentialities as insecticides were also quickly 
noted. The most promising in this field now, appear to be:— 
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These compounds are too dangerous to man to be of much interest in 
medical entomology, for they could not be used for house pests or body 
parasites. (They are not outstanding as mosquito larvicides.) Their main 
use is against agricultural and horticultural pests, such as aphis, red spider, 
and fleabeetles. 

The mode of action ot these organic phosphorous compounds is known. 
In mammals and, apparently, in insects, they inhibit the action of cholines- 
terase (Goldblatt, 1950). Thus the signs and symptoms of poisoning are the 
same as those of poisoning by acetylcholine. In mammals, these are charac- 
terized by activity of the cholinergic nerves of the sympathetic system, re- 
sulting in constriction of the pupils and bronchi, retardation of the heart, 
contraction of the walls of the intestine and bladder, dilatation of arterioles, 
and so on. 

Early stages of poisoning are accompanied by headache, nausea, tightness 
in the chest, restlessness and other symptoms. To a certain extent these 
compounds are cumulative in action, so that continual exposure to tolerated 
concentrations may suddenly cause collapse and death. Poisoning by the 
phosphorous compounds has a specific antidote, namely atropine, which is 
given in quantities above the usual therapeutic dose. The atropine blocks the 
parasympathetic effects, until the insecticide has been destroyed by the 
tissues and the cholinesterase replaced. 


DINITRO-ORTHO-CRESOL :(DNC) 


Brief mention may be made of this coal tar extract, since it is commonly 
used to kill eggs of orchard pests in ‘winter washes’. It has had some 
notoriety for causing the death of several workmen; but in these cases it 
was being used as a weedkiller and not as an insecticide. This operation is 
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done with higher concentrations and in warmer summer weather, both 
circumstances greatly increasing the dangers of intoxication (Hunter, 1950). 


PYRETHRIN AND ALLETHRIN 


Despite the valuable properties of the new synthetic insecticides, the well- 
established vegetable insecticide, pyrethrum, still possesses a valuable and 
unique property. This is its very rapid paralysing action on all insects, which 
it combines with a low toxicity to vertebrates. 

One important use, for which the presence of pyrethrum is still essential, 
is in the aerosol treatment of aircraft, to prevent the carriage of possible 
disease- carrying insects such as mosquitoes. The need for such disinfesting 
treatment is growing with the enormous increase in inter-continental air 
traffic, and the World Health Organization is now considering means of 
standardizing the procedure. The use of a pyrethrum-containing aerosol, 
probably in conjunction with some DDT or gamma-BHC, is certain to be 
the first choice. 

The active principles of pyrethrum are certain rather complex esters: the 
pyrethrins and the cinerins. Quite recently, it has been found possible to 
synthesize some compounds chemically analogous to these. One synthetic 
body, which will be known as ‘allethrin’, will soon be in commercial pro- 
duction in America. This «ompound is rather less active towards most 
insects than the natural compound, but it shows signs of being more 
persistent and may have better residual properties. Like the natural com- 
pound, the synthetic insecticide has low toxicity to mammals. 


TOXICITY HAZARDS WITH INSECTICIDES 


There are two principal kinds of toxicity danger in the use of insecticides: 
acute and chronic intoxication. Also, there are two kinds of people at risk: 
the habitual user (i.e., the manufacturer’s workmen, pest control operators), 
and the general public. The risk to the former is obviously the greater. 

Dangers to pest control workers.—The relative acute toxicity, by mouth, of 
a selection of insecticides is shown in table 1. The median lethal doses were 
determined for rats, in various laboratories, and show some variability, 
according to the vehicle used, condition of the rats, and so forth. But the 
general levels of toxicity are quite clear. 

The dangerous phosphorous compounds are toxic by inhalation as well 
as by contact and ingestion, so that masks as well as special clothing are 
necessary when applying them. Alternatively, sprayers on vehicles with 
air-conditioned cabins are used. Full instructions of precautions, signs and 
symptoms of poisoning, and treatment have been circulated by the Agricul- 
tural Research Council. 

Compounds of the next grade of toxicity (DDT, BHC, chlordane) are not 
dangerous to operators if used in a powder form. If they are dissolved in 
fat-solvent liquids or oils, their penetrating properties are increased, and they 
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may be absorbed, to seme extent, through intact skin. Therefore workmen 
who regularly handle or spray strong kerosene, or other solutions of these 
compounds, should wear protective gloves and clothing. 

Risks to the public.—In order that the phosphorous compounds should 
not be handled by irresponsible people, they have been added to the Poisons 
List (part II). Fortunately, they are not very persistent, so that residues on 
fruit and vegetables soon lose their toxicity by chemical change. However, 
there is on record an accident in California, in which a number of people 
picking pears sprayed ten days before with ‘parathion’ became seriously ill 
(Hunter, 1950). Parathion is the most stable compound of this type. 

Hazards to the public from the use of DDT and gamma-BHC are not 
always clearly visualized. There seems to be no danger of acute poisoning 
by normal use of the products sold by retailers, since the preparations 
available are fairly dilute. Among millions of people, there will always be a 


TABLE 1 


Acute OrAL MEDIAN LETHAL Doses or Various INSECTICIDES TO Rats. 
ESTIMATES FROM VARIOUS LABORATORIES 


Median lethal dose 
Insecticide estimates 
(mg. per kg.) 


TEPP 2 
Parathion 3-5 
Nicotine 10 
gamma-BH(¢ 125, 200, 225 
DDT 180, 115, 150, 250, 800 
Chlordane 225, 500, 200 
DDD (diclordipheny! dichlorethane) 1000, 2500 
Pyrethrins 1500 


few who empty insecticide packets into unlabelled jars and who subsequently 
mistake the stuff for sugar or baking powder. Indeed, such an accident in a 
war-time Army mess is actually on record, but nobody suffered from eating 
the contaminated food. There will, too, be others who leave bottles of in- 
secticide solution where babies can take a drink; and some who deliberately 
drink the liquid with suicidal intent. In such cases, it may be noted, the 
solvent liquid may add considerably to the toxicity. 

In normal usage, random contamination of foodstuffs by 10 per cent. 
DDT, although usually deprecated by manufacturer’s labels and advisory 
leaflets, should not be dangerous. What might be serious, is the regular 
consumption of small quantities. This might result, for example, from the 
regular treatment of food stores, or grain sacks in warehouses, to control 
food pests. It is no easy matter to define safe limits to traces of insecticide, 
but as a result of several years’ work, the Medical Research Council 
advocate the following tentative limits :— 


DDT: 7 p.p.m. (parts per million) 
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BHC (containing 12 per cent. gamma isomer): 15 p.p.m., i.e. gamma- 
BHC: 2.5 p.p.m. 

There is no legislation directly dealing with residues of DDT or BHC. 
However, should anyone sell food, badly contaminated with insecticide, 
they could be prosecuted, under the Food and Drugs Act, for adulteration. 
No doubt the court would be guided by the Medical Research Council’s 
advice as to what constitutes adulteration by these insecticides. 

A somewhat cautious attitude in regard to residues of insecticide in food 
is displayed by the Infestation Control Division of the Ministry of Agri- 
culture and the appropriate Colonial Office Committee, which advises on 
such matters for the Colonies. They are, however, alive to the necessity of 
moving as far as safely possible in using these new products to protect food 
from pests. In America, at one time, a somewhat hysterical fear was engen- 
dered by a section of the tabloid press. I have myself seen 3-inch headlines 
to the effect that ‘DDT can kill you’, embellished at each side by a skull and 
crossbones, in one such paper. Widespread anxiety developed concerning 
mysterious ailments caused by a ‘virus X’ which was in some way believed 
to be connected with traces of DDT. Finally, the misapprehensions were 
checked by a public statement by the United States Food and Drug 
Administration. 
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REVISION CORNER 
THE TREATMENT OF IMPETIGO 


IMPETIGO contagiosa is an infective condition of the skin, probably caused by the 
staphylococcus or streptococcus; the exact organism responsible is controversial. 
It occurs most commonly in children, affecting the exposed areas—face, neck, 
ears, and hands, although it is seen in all age-groups, and no area of the body is 
immune. 

DIFFERENTIAL DIAGNOSIS 


The essential lesion in impetigo contagiosa is a vesicle or bulla, the serous contents 
of which quickly coagulate to form the characteristic superficial golden crusts 
with that peculiar ‘stuck on’ appearance. 

Diagnosis is not difficult, but confusion, with subsequent error in management, 
does arise because-of failure to distinguish between true impetigo and superadded 
coccal infections, or ‘impetiginization’ of other dermatoses. It is important to 
make this distinction because often the complicating infection will fail to clear 
unless the primary condition be given priority as regards treatment. A number of 
conditions which are often secondarily infected will be mentioned briefly as a 
reminder to exclude these when presented with a case of impetigo. 

On the trunk and limbs primary impetigo is unusual, and it occurs most 
commonly as a complication of scabies and papular urticaria due to scratching and 
superadded infection. Careful examination will usually reveal the diagnostic 
lesions, and treatment should be instituted accordingly. 

When affecting the scalp, the back of the neck, and even the face, impetigo calls 
for careful investigation to exclude pediculosis capitis. Occasionally tinea capitis, 
associated with brisk inflammatory response with exudate crusting and pus 
formation, may closely simulate impetigo. Broken hairs usually provide the clue, 
but sometimes microscopic examination may be needed. 

On the face, herpes simplex, with its crusting and tendency to secondary infection 
via the fingers, is often missed as the primary condition in ‘recurrent impetigo’. 
If these lesions are examined carefully the diagnostic group or groups of small 
vesicles on an inflamed base can usually be seen. If the ‘impetigo’ keeps recurring 
at exactly the same site it is almost certainly herpes. Less often herpes zoster of 
the trigeminal and cervical nerves causes difficulty. The unilateral zonal distribu- 
tion of the grouped vesicles, associated with the rather characteristic pain, usually 
suggests the diagnosis. Also on the face, the common syndrome often erroneously 
called seborrheic dermatitis should be differentiated from primary impetigo. It is 
characterized by a chronic, recurring, weeping, crusted, eczematous condition 
affecting the scalp and eyebrows, and often involving symmetrically the face, 
ears, and retro-auricular areas. Blepharitis is constantly present, and not in- 
frequently a complicating coccal folliculitis of eyebrows and beard. It is important 
to distinguish this condition from primary impetigo with which, on account of 
the crusting and pustulation, it is often confused, because these people are 
notorious for the frequency with which they react violently to quite bland medica- 
ments. They are very refractory in their response to treatment and require careful 
handling. 

TREATMENT 
When instituting treatment it should be remembered that impetigo is a simple 
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condition with a tendency to self-healing, and simple treatment is all that is re- 
quired. If carried out with some attention to detail it is usually completely satis- 
factory. In general, treatment consists in gentle cleansing, and the use of mild 
astringent and antiseptic applications. 

Cleansing the affected areas of exudate is an important part of the treatment, 
especially in the initial stages. For the scalp, shampoos may be used freely. On 
the body, localized areas may be swabbed gently with mild antiseptic solutions, 
such as potassium permanganate, 1:4000, or boric acid solution, or even soap and 
water. If the condition is widespread, baths, using the same medicaments, are very 
helpful. Starch poultices or saline compresses are particularly effective in cleansing 
a localized area of rather adherent crusts and debris. 

Local applications.—Following any of the above cleansing procedures necessary, 
an efficient and simple regime of treatment is the application, regularly throughout 
the day, of mild antiseptic and astringent lotions. The lotions of choice are: 
Dalibour water (Lotio cupro-zincica, N.F.); mercuric chloride lotion, 1: 1000; lead 
lotion; silver nitrate solution, 0.5 to 1 per cent.; and proflavine lotion, 1:2000. To 
the last-mentioned may be added tannic acid, 2 to 5 per cent. (an astringent), 
which enhances its efficiency considerably. These lotions should be applied 
liberally every two or three hours throughout the day until exudation has ceased, 
when they may be used less often or substituted by ointments or pastes. These 
latter preparations require application only twice a day, and there is not the same 
tendency to excessive drying and chapping of the skin, which is often seen after 
the use of lotions for some days. 

Pastes and ointments are very satisfactory vehicles once the condition is relatively 
dry. The paste most commonly used is Lassar’s, or some slight modification of it. 
It is a semi-solid, somewhat permeable preparation, and with 2 per cent. am- 
moniated mercury incorporated is still one of the best preparations for this 
condition. Yellow oxide of mercury, 2 to 3 per cent., sulphur, 2 to 5 per cent., 
and gentian violet, 0.5 to 2 per cent., are also useful alternative medicaments that 
may be incorporated. 

The older types of ointment bases, such as the paraffins, lanoline, and lard, 
should be avoided in impetigo because of their occlusive properties. They tend to 
seal off the lesions with excessive heating, and severe reactions, with spread of the 
infection, often occur. The newer emulsifying base, emulsifying ointment (B.P.), 
and its emulsified product, hydrous emulsifying ointment (B.P.), which readily 
form o/w emulsions with water or exudate, are theoretically better vehicles for 
antiseptic agents, as they facilitate more intimate contact with the skin and in- 
fecting organisms. In practice, when treating hairy areas such as ‘the scalp or 
beard, they are the bases of choice, although on the glabrous skin they have no 
great advantage over Lassar’s paste. They are widely used incorporating the 
same medicaments: mercurials, sulphur, or dyes. 

These pastes and ointments should be applied twice a day, preferably spread 
on to thin calico dressing rather than directly on to the skin. The area may 
gently be cleansed of debris and medicaments once a day with some of the above- 
mentioned cleansing agents or liquid paraffin. 

The oxyquinoline ointments, ‘quinolor compound ointment’ (Squibb) and 
‘vioform ointment’ (Ciba), are useful preparations in the dry type of impetigo. It 
is unwise to use them in the acute inflammatory stage, and at any stage it is well 
to use them first at half-strength mixed with equal quantities of emulsifying 
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ointment (B.P.), Lassar’s paste, or zinc cream (B.P.C.). This precaution avoids 
undue reactions, and the patient’s tolerance to them can be assessed. 

In the dry mild types of impetigo, sometimes all that may be needed is calamine 
lotion with mercuric chloride, $ grain to the ounce (8 mg. to 28 ml.), ichthyol, 
3 to 5 per cent. ; gentian violet, 1 to 3 per cent.; or sulphur, 2 to 5 per cent. It is 
unwise to use calamine in the exudative stage because of the undesirable caking 
of the exudate and deposited zinc powders. 


IMPETIGO OF THE SCALP AND BEARD 


Impetigo of the scalp and beard presents the greatest problems in treatment. 
In the scalp this is mainly because of the difficulty of applying and removing 
medicaments. Here shampoos may be used freely in the initial stages, and perhaps 
as often as every two or three days subsequently, to remove exudate and medica- 
ments and prevent matting of the hair. Alcoholic solution of green soap or one of 
the newer sulphonated oil shampoos is suitable. 

If the hair is short, treatment is relatively simple, and both lotions and ointments 
are satisfactory applications. Mercuric chloride lotion, or proflavine lotion 1 :2000, 
may be applied two or three times a day. Ointments, such as emulsifying ointment 
(B.P.) or hydrous emulsifying ointment (B.P.), with yellow mercuric oxide, 2 to 
4 per cent., gentian violet, 0.5 to 1 per cent., are probably preferable to lotions. 
These ointments may be applied once or twice a day and the areas shampooed on 
alternate days. 

When the hair is long, cutting is rarely necessary, and in women should be 
avoided at all costs. One or other of the above lotions may be used, and the thin 
creamy emulsion, hydrous emulsifying ointment, with the mercurials incorporated 
is an excellent preparation. It is easily dispersed throughout the scalp and is 
easily removed. 

Impetigo of the beard is sometimes a difficult problem, the skin showing a 
marked tendency to eczematize, and a chronic folliculitis, sometimes of the deep 
nodular variety, often complicates the condition. It is probably wiser to avoid 
shaving, but the patient should keep the beard as short as possible by clipping 
with sharp scissors. 

The routine use of lotions through the day, with perhaps a cream (zinc cream, 
B.P.C., or hydrous emulsifying ointment, B.P.) with yellow oxide of mercury 
applied at night, is usually adequate. Gentle washing with soap and water or 
potassium permanganate solution daily is advised. Other preparations of value 
when the condition is proving rather stubborn are: zinc cream (B.P.C.); oily 
calamine lotion; hydrous emulsifying ointment (B.P.) with gentian violet 0.5 to 
I per cent. ; paint of brilliant green and crystal violet, 8 g. to 28 ml.; or argyrol 
(0.12 to 0.25 per cent.), applied two or three times a day; they sometimes solve 
the problem. 

It is when dealing with impetigo of the beard and scalp and its complications 
that systemic administration of the antibiotics has at times its greatest value as an 
adjuvant to topical therapy. Full dosage of the sulphonamides or perhaps one or 
two injections of 100,000 units of penicillin daily are recommended. 


COMPLICATIONS OF TREATMENT 


Complications in the natural course of the disease are few. Folliculitis of the 
beard is the most common ; erysipelas is rarely seen. The most frequent complica- 
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tion is an acute dermatitis as the result of the topical applications used. The type 
of base employed is not infrequently the source of this trouble, and it is most 
unwise when dealing with an acutely inflamed exudative condition, especially on 
the face, to use a greasy occlusive ointment. Occasionally the skin acquires a 
definite allergic hypersensitivity to some element in the base, with resulting 
eczematous eruption. This has been reported at times with the use of lanette wax 
and wool alcohol preparations. The medicaments incorporated in the base may 
sometimes act as primary irritants if used in too high concentration. Reactions not 
infrequently occur when mercury is used in combination with sulphur or iodine. 
Use of these medicaments together, or even closely following one another, should 
be avoided. 

By far the most important, if not the most common, complication of treatment 
is that due to sensitization of the skin to one or other of the medicaments. Its 
great importance lies in the fact that once sensitization occurs it virtually pre- 
cludes the use topically or systemically of that particular substance in that par- 
ticular individual again. ‘This type of reaction is not always predictable, but should 
be kept in mind when using new untried medicaments and those known to be 
potential sensitizers. 

It is because of the frequency of this type of reaction with the antibiotics, 
penicillin and sulphonamides, that they have failed to fulfil their original promise 
of being useful topical applications, and more positively have proved themselves 
hazardous used in this way. Sulphonamides in any form are frequent sensitizers, 
and so also is penicillin in all vehicles but the simple aqueous or saline lotion. 
Only in this form should penicillin be applied to the skin, and then logically 
only in those dermatoses known to be caused by penicillin-sensitive infective 
agents. In aqueous or saline solutions of 500 or 1000 units per ml. it may be used 
as a spray or simply dabbed on. Applied in this way several times a day, for three 
or four days, it often produces dramatic improvement. It should not be used for 
longer than four or five days, after which the other modes of treatment outlined 
should be instituted. 

Patrick B. Fox, M.B.(N.Z.), M.R.C.P. 
Senior Registrar, St. Fohn’s Hospital for Diseases of the Skin. 


NAIL BITING 


Nal biting is a surprisingly common symptom in all cases of anxiety neurosis. 
It affects children and adults of all ages and of both sexes. Although there is a 
tendency to ‘grow out of it’, it is nevertheless frequently present in adult patients. 
In the practice of psychotherapy, patients are often found to be deeply ashamed 
of this symptom, and conceal it, indulging in it only in privacy. It is compulsive 
but under a degree of control, as some women will point out that they do not 
entirely ruin the look of their hands although they cannot stop the habit. 


IN CHILDHOOD 


In childhood nail biting follows on from the sucking of thumb and fingers, is 
masturbatory in character, and denotes a masochistic tendency, the aggression 
turning back on the child’s own body. 

In pre-Freudian days a great deal of thought and care was directed towards 
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the cure of this symptom by rather heroic means. The child was made ashamed of 
his ‘bad habit’ and harried by nurse and parent to take his fingers out of his 
mouth. The practitioner, called in to deal with the situation, would prescribe 
painting of the fingers with bitter aloes or quinine, wearing of gloves at bedtime, 
and even splinting of the hands to make the nails inaccessible. These so-called 
remedies must have greatly increased the child’s anxiety and in some cases led to 
the development of other neurotic symptoms. The futility of such treatment was 
gradually recognized and, as Child Guidance Clinics were established and 
statistics of treatment began to be kept, it became clear that ‘Do nothing about it’ 
achieved as many successes as any more active form of treatment. 

Treatment.—Like bedwetting, compulsive tics, and other symptoms of dis- 
ordered personality it is not possible to treat the nail biting directly. Indeed, 
interference with this habit may precipitate asthma or cause more serious symp- 
toms. In one case in my experience a strong-minded mother checked the habit 
in her son aged seven to be rewarded by the onset of migraine in the boy. The 
fundamental need of the child is to find outlet for his aggression. On inquiry it 
may be found that he is not mixing with other children, not allowed perhaps to 
take part in the rough and tumble of ordinary play. A boy approaching puberty 
in whom the symptom was sufficiently noticeable to bring him for treatment was 
found to be badly frustrated by being denied opportunity to play football. This 
was in case he should receive injury to his ear, in which there was a recurrent 
mastoid infection. We cannot but sympathize with the parents in such a quandary, 
but if one means of expression is denied, others must be provided or more serious 
ills may develop. 

Anxiety over lack of sexual knowledge is also found in some cases to cause 
nail biting. The child seems unconsciously, in the frustration of his curiosity, to 
be exploring the possibilities of the mouth as an orifice for satisfying needs other 
than hunger. 

The present-day attitude is to recognize nail biting as a distress signal, the 
5.0.8. of a personality subject to anxiety. Observant parents will report that the 
habit fluctuates, and if they are asked to watch the conditions under which it 
becomes active it may give them increasing insight into the causes of their child’s 
anxiety. Parental disharmony, for instance, may be mirrored in this evidence of 
conflict in the child—‘It’s always worse when we are having rows’. The insecurity 
caused by change of residence or change of guardianship or the birth of a_sibling 
may effect the child in this way. We still remember the effect of evacuation in 
war time on the ‘nerves’ of the children. Grown-ups are perhaps becoming more 
sensitive to the sufferings of children, and the family doctor may help to eliminate 
the factors that cause this flag of distress to be flown. In any event his sympathy 
must be enlisted for the child who is in trouble. A few jokes and encouragement 
directed towards reassuring the child may work wonders. The parents also may 
need reassurance or may be urged to leave the child unmolested. If the doctor 
assures them that they are only making matters worse by concentrating on the 
symptom it may help them to be easier in their minds and less obsessive about the 
child’s behaviour. 

The guilt attached to the habit is, of course, largely caused by the parental 
disapproval, and this guilt may greatly increase the child’s difficulty and create 
a vicious circle of guilt—fear of punishment->more nail biting—>more guilt 
more fear—a circle not easily broken. Where play therapy is available the child 
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may well be directed to receive such treatment. In skilful hands this does much 
to relieve the child of his sense of shame and inferiority and helps to break through 
the vicious circle I have described. 


IN ADULTS 

In adults, nail biting would scarcely be considered a sufficiently serious symptom 
to demand psychotherapeutic treatment, but it should not be overlooked by any- 
one who is seeking to assess where trouble lies in a family. It denotes anxiety 
that is not well tolerated and a lack of emotional maturity. In marriage-guidance 
work, for instance, a woman may come into the consulting room complaining of 
her husband’s behaviour. She prefaces her remarks with ‘I am a perfectly normal 
woman’, but the chewing of her fingers betrays her. Similarly, in child-guidance 
a mother with this symptom will not be an easy, comfortable parent, and this may 
well be an indication that she, even more than the child, is ‘in difficulty’ and 
requires psychotherapeutic aid. 

With grown-ups, as well as with children, it is good to keep in mind the ‘distress 
signal’ aspect of nail biting. It may, for instance, accompany the early development 
of hyperthyroid activity of nervous origin and other psychosomatic illness. A 
successful issue to the treatment of neurosis may be indicated by the cessation of 
nail biting as in the following case:— 


Miss A.B., aged forty, was referred for psychotherapy as she was the victim of compulsive 
giggling. This was severe and uncontrollable so that her life had become unbearable and 
she was deeply depressed. Analysis revealed the cause, referred to a pre-adolescent stage 
when she had been severely bullied by a governess. Being a soldier’s daughter she was not 
encouraged to cry but took refuge in giggling, which was frustrating to the governess, and 
a relief to the child. After a few weeks she professed herself cured and left off treatment. 
When she returned to report a month later she held out her hands as she came into the 
consulting room: ‘Look what has happened to me, my hands have never before been mani- 
cured in all my life’. 

In this case I had not even noticed the nail biting, but psychotherapy quite often 
cures symptoms of which the analyst is unaware. The ‘cure’ was permanent, and 
ten years later neither giggling nor nail biting had recurred and the patient was 


holding down a useful job. 





WINIFRED RUSHFORTH, M.B., Cu.B. 
Hon. Medical Director, the Davidson Clinic, Edinburgh. 


NOTES AND QUERIES 





Psoriasis and Intestinal Flora 

Query.—Six months ago a male patient of 
mine, aged sixty-five, was admitted to hospital 
with symptoms of partial obstruction and dis- 
tension of the colon, suggesting the presence of 
a carcinoma in its distal portion. Since operation 
seemed almost certain he was put on a course 
of sulphasuxidine with vitamin K. His distension 
subsided with expectant treatment, and sub- 
sequent radiological investigation showed con- 
siderable diverticulitis with areas of spasm, so 
that operation was not considered necessary. 
He came to see me" last week to tell me that 


ever since that course of intestinal chemo- 
therapy his psoriasis, which he had had the 
whole of his life on both thighs, had completely 
disappeared. I should be grateful to know 
whether psoriasis is linked by dermatologists 
with any particular pathogenic flora in the large 
intestine. This experience seems to be a pointer 
in that direction. 


Rep.y.—Much work has in fact been done on 
intestinal flora in this disease, but all without 
any definite results. There is no doubt that 
‘intestinal antiseptics’ do produce a remarkable 
clearance of the eruption in certain cases, par- 
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ticularly in those folk whose first attack of 
psoriasis occurred in their late ’teens or early 
twenties. This is true whatever the age of the 
patient when he comes under treatment. Our 
experiences at King’s with sulphasuxidine 
were not very encouraging in some thirty cases, 
and we have mostly reverted to the older cap- 
sules of creosote, 3 minims (0.18 ml.) t.d.s., 
which have yielded the highest percentage ‘cures’ 
in this particular type of psoriasis. Dr. W. H. 
Barber, in an article on psoriasis (Brit. med. F., 
1950, i, 219) makes the following comment: 
‘Dr. Whitfield has stated that in psoriatics in 
whom intense indicanuria was found the erup- 
tion often responded dramatically to intestinal 
antiseptics—creosote, dimol, or cyllin. I can 
confirm this observation in some degree, and in 
several cases have found a high proportion of 
non-lactose-fermenting coliforms in the stools, 
with evidence of hepatic insufficiency’. 

SYDNEY THOMSON, M.D., F.R.C.P. 


Treatment of Myelomatosis 

Query (from India).—I would be grateful if 
you could give me any advice on the modern 
treatment of multiple myeloma. I have two 
patients who have had this disease for the last 
two or three years. There is anemia, loss of 
weight, decalcification of long bones, inter- 
mittent Bence Jones proteinuria, and bouts of 
fever lasting for three or four days. In one 
patient a fall was followed by fracture of three 
or four ribs and the sixth and seventh dorsal 
vertebra; these fractures have now healed. 
X-rays show changes in the bones of the skull, 
especially in the region of sagittal sutures. I 
believe that urethane is being used with some 
success in the treatment of these cases. Is this a 
line of treatment worth adopting, or is there any 
better method available? 


Rep_y.—Two methods of treatment have re- 
cently been tried: (1) Stilbamidine: this drug is 
used for the treatment of kala-azar; it was tried 
in myelomatosis because there is hyperglobu- 
linemia in both diseases. (2) Urethane: this 
drug has been used for the treatment of leu- 
ksemia, and it is thought that myelomatosis is at 
least closely allied to the leukamias—in fact, a 
plasma-cell leukemia. 

Stilbamidine is given intravenously ; it is given 
each day, first 50 mg., then 100 mg., and sub- 
sequently 150 mg., until a total of 2,250 to 4,000 
mg. has been given. In successful cases the 
troublesome bone pain is relieved, the high 
erythrocyte sedimentation rate and serum 
globulin are reduced; the bone lesions are 
arrested, but healing does not necessarily occur. 
Snapper, who introduced the treatment, claims 
that 80 per cent. of cases are favourably in- 
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fluenced; others have not been so lucky. The 
treatment murt not be given to patients with 
renal insufficiency, so a urea clearance test must 
be done before treatment begins. 

Urethane is given orally, best in enteric-coated 
capsules, 2 to 4 g. daily for four or more weeks. 
The leucocyte count must be watched as 
urethane may reduce it below danger level—say 
1000 cells per c.mm., with 50 per cent. poly- 
morphs. Urethane also reduces the erythrocyte 
sedimentation rate and the hyperglobulinemia, 
but it only arrests the bone lesions; it is said to 
reduce the bone pains. 

Of the two drugs, stilbamidine is probably 
the more effective. 

J. F. WILKINSON, M.D., F.R.C.P., F.R.L.C. 


V .D. Prophylaxis 

Query.—With reference to the note on ‘Anti- 
V.D. Propaganda’ in the December issue of 
The Practitioner (p. 651), 1 should be glad of 
information on the following points :— 

(a) What at present are the opinions of 
venereal disease specialists as to the efficacy of 
personal prophylactic measures in preventing 
venereal disease infection after exposure to risk 
of such infection? 

(b) What are the opinions of venereal disease 
specialists as to the length of time within which 
such prophylactic measures, if any, must be 
adopted in order to be effective? 

(c) What are the prophylactic measures con- 
sidered most efficacious at the present time? 


Repty.—({a) Prophylaxis against V.D. may be 
systemic or local; as a general rule the former 
should not be undertaken by the individual 
except under medical supervision—see answer 
to (c). Local prophylaxis is highly effective if 
carried out thoroughly and immediately after ex- 
posure to infection. 

(b) Local prophylaxis is effective in propor- 
tion to the time after exposure to infection 
when it is carried out; every minute counts, 
and after two hours or so the chances of success 
are small. 

Systemic prophylaxis may be effective after a 
considerable period depending upon the method 
employed. 

(c) There are numerous prophylactic measures 
which are effective under optimum conditions: 

(1) Local.—Cleansing with soap and water 
followed by the application of calomel 
cream; this may be carried out by the 
individual or by a trained orderly. 

(2) Systemic.—{i) Sulphadiazine or sulpha- 
thiazole, one or two grammes, soon after 
exposure or even next morning, or both. 

(ii) Penicillin tablets (200,000 to 300,000 
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units) swallowed as soon as possible after 
exposure. 

(iii) Injection of penicillin; 2.4 mega 
units of procaine penicillin with alu- 
minium monostearate will probably pre- 
vent the development of syphilis if given 
almost any time within the incubation 
period, i.e., it is curative rather than 
preventive. 

(3) Aureomycin—a few capsules swallowed 
soon after exposure are likely to prevent 
gonorrhea and even after a longer lapse 
of time may prevent syphilis; investiga- 
tions are being carried out at the present 
time and no definite evaluation has yet 
been made. 

It is needless to add that a condom or sheath, 
if properly applied and carefully removed, 
presents an effective physical barrier to infection 
of the parts covered, i.e., the penis, but not of 
the surrounding skin. 

Local prophylaxis cannot be carried out 
satisfactorily on herself by a female. 

T. E. OSMOND, M.B. 


Ergometrine in Third Stage 
of Labour 


Query.—A reference to ‘the newer technique 
of management of the third stage of labour by 
administration of ergometrine with the crowning 
of the head and expression of the placenta with 
the first contraction’ occurs in Dr. R. Guest 
Gornall’s article on Advances in General Prac- 
tice, The Practitioner, October 1950, p. 432. In 
view of the older teaching of withholding 
ergometrine until the completion of the third 
stage the following points are questioned :— 

(1) Is the newer technique used in all normal 
cases, or is it confined to cases of instrumental 
delivery with the patient still anaesthetized? 

(2) What route is used and what dose of 
ergometrine is given? : 

(3) Does hour-glass contraction of the uterus 
occur in using this method? 
Repty.—The technique in mind for the manage- 
ment of the third stage of labour in a normal 
case would be the administration of 0.5 mg. of 
ergometrine intramuscularly as soon as the 
head is delivered. The placenta should be 
expelled with the first contraction, within five or 
ten minutes. In cases in which there has been 
instrumental delivery and an anesthetic, 0.2 mg. 
of ergometrine should be given intravenously 
at a corresponding time, when the uterus will 
almost immediately contract down firmly, and 
the placenta must be delivered with this first 
contraction. It is true that with this latter 
method there is a risk of causing hour-glass 
contraction, but the intravenous use of ergo- 
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metrine has given an immediate mastery of 
postpartum hxemorrhage which can outweigh 
this disadvantage. This genuine drawback is 
also offset by the fact that the difficulties of 
manual removal of the placenta are not so great 
as might appear, and the dangers are less, even 
under general practice conditions, when backed 
by the covering treatment with antibiotics. 

R. D. Guest GORNALL, M.D., M.R.C.P. 
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Heart Disease and Pregnancy 
Query.—({1) What is the effect of digitalis on 
the foetus of a patient requiring therapy in the 
latter half of pregnancy? (2) Can pregnancy 
cause cardiac murmurs in a normal heart, and 
if so what murmurs commonly occur? (3) Is 
antepartum hzxmorrhage more common in 
patients with cardiac disease in pregnancy, and 
how is it differentiated from placenta previa? 
I would also be grateful for references to any 
relevant literature on these problems. 


Repty.—(1) So far as I know there is no evi- 
dence that digitalis given to a pregnant woman 
adversely effects the fetus, but it is presumed 
that it would have an influence on the fietal 
heart similar to that obtained in normal indi- 
viduals. If electrocardiograms were taken 
immediately after birth in such cases, the effect 
of digitalis would be shown by the presence of 
sagging depression of the S-T segment of the 
infant’s electrocardiogram. I know of no such 
studies, however. (2) Pregnancy causes a slight 
to moderate increase of cardiac output. This 
starts fairly early and is well established by the 
third month (Palmer, A. J., and Walker, 
A. H. C., ¥. Obstet. Gynec. Brit. Emp., 1949, 
56, 537). A basal output of 4 to 44 litres per 
minute usually rises to about 6 litres. This mild 
hyperkinetic circulatory state may cause a soft 
basal systolic murmur or it may bring out a 
murmur in anyone who has a tendency that 
way. For example, a soft innocent mitral or 
basal systolic murmur may be louder in preg- 
nancy. It does not cause significant murmurs, 
and it never causes a diastolic murmur. The 
third heart sound may be louder because of 
augmented ventricular filling. (3) So far as I know, 
there is no predisposition to antepartum 
hemorrhage in patients with cardiac disease in 


pregnancy. 
Paut Woon, 0.B.E., M.D., F.R.C.P. 
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Penicillin in Congenital Syphilis 

A REviEw of the results obtained from the use of 
penicillin in 142 previously untreated patients 
with congenital syphilis has been made by L. J. 
Hanchett and M. E. Perry (Journal of Venereal 
Disease Information, November 1950, 31, 277). 
The ages of the patients ranged from six months 
to thirty-one years; 52 per cent. were under the 
age of two years when first seen. The total 
amount of penicillin per patient averaged 
300,000 units per kg. of body weight for children 
under the age of two years; for children between 
the ages of two and four years it was 150,000 
units per kg. of body weight, whilst for those 
cases of four years or over it was 115,000 units 
per kg. of body weight. The penicillin was given 
intramuscularly every two or three hours, and 
the injections were spread over a period of five 
to thirty-two days. Reactions occurred in 27 
cases, and 95 per cent. of these were in children 
under the age of two years. With one exception, 
the reactions were all febrile, and in only five 
cases (all under the age of six months) was treat- 
ment interrupted because of such reactions. In 
these five cases treatment was resumed, without 
further reactions, within twenty-four hours. 
Among the 75 patients in the series who were 
followed for two years or more, the results were 
as follows :— Of the 20 children under the age of 
six months at the institution of treatment, all 
were clinically and serologically negative after 
thirty months. Of the 37 patients under two 
years of age, 86.5 per cent. became clinically and 
serologically negative. Of the 38 patients over 
the age of two years, 91.5 per cent. remained 
sero-positive. None of the patients under four 
years of age showed signs of clinical or sero- 
logical relapse. 


Aureomycin in Trachoma 

“WHETHER or not aureomycin cures trachoma, I 
am satisfied that it does produce a dramatic 
ameliorative effect the like of which I have not 
seen before with any other treatment in a long 
experience of trachoma in a particularly virulent 
form’. This is the conclusion reached by A. J. 
Boase (British Journal of Ophthalmology, 
October 1950, 34, 627) as a result of his ex- 
perience with thirty-six cases in Uganda. Aureo- 
mycin was given either as drops only (20 cases), 
as drops and oral capsules (10 cases), or as oral 
capsules only (six cases). The drops, which were 
made by dissolving the powder in distilled water, 
were given two-hourly as this was most con- 
venient from the nursing point of view. No 
treatment was given at night, so that the patienis 
received five instillations daily. Capsules were 


given thrice daily in eleven cases, and five times 
daily in five cases. The most striking effect of 
aureomycin was the rapid relief of lacrimation 
and photophobia. Taking as the criterion of cure 
that ‘in the absence of other signs of activity a 
smooth tarsus indicates freedom from in- 
fectivity, at least from a public health point of 
view’, nine cases in this series were passed as 
cured. ‘Of the remainder the majority showed a 
marked improvement’. 


Chloromycetin in Trachoma 

IN a series of 14 cases, M. J. Pijoan and his 
colleagues (American Journal of Tropical 
Medicine, September 1950, 30, 677) found that 
‘chloromycetin in large doses when given orally 
and continuously throughout 24 hours for a 
period of at least four days reduced the lesions 
present in eyes of trachomatous patients and re - 
sulted in a marked amelioration of the disease’. 
The dosage for the six adults in the series was 
3 g. in the first twenty-four hours, given in 
divided doses at three-hourly intervals, and then 
250 mg. everv three hours. The eight children 
in the series were given 250 mg. every three 
hours (i.e. 1.5 g. daily) for three to four days. 
Within twenty-four hours the photophobia and 
lacrimation were markedly reduced, and within 
the next few days there was an approximate 80 
per cent. reduction of opacities and inflamma- 
tion. The patients have been observed for three 
months or longer, without any evidence of 
relapse. It is pointed out that in some cases, 
particularly those with secondary bacterial 
infection, it might be advantageous to give 
combined treatment with chloromycetin and 
sulphonamides. 


Glyceryl Trinitrate (Nitroglycerin) 
Ointment in Raynaud’s Disease 

‘TWENTY-FIVE patients with Raynaud's disease or 
Raynaud’s phenomenon have been treated with 
a 2 per cent. glyceryl trinitrate ointment with 
lanolin base, and the results are recorded by 
M. S. Kelckner Jun., E. VY Allen and K. G. 
Wakim (Proceedings of the Staff Meetings of the 
Mayo Clinic, November 22, 1950, 25, 657). The 
digits of one hand or foot were rubbed with 
about 1 g. of glyceryl trinitrate ointment, and 
the digits of the other hand or foot with lanolin 
only. The effect of the ointment on the blood 
flow of the treated parts was recorded by a hand 
plethysmograph; skin temperatures were re- 
corded galvanometrically, and the amplitude of 
the digital pulse determined by a digit plethysmo- 
graph. In most cases a throbbing headache 
developed, indicating absorption of the glycery! 
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trinitrate; but no incidence of nitrite syn- 
cope, gastro-intestinal disturbance, or clinical 
methemoglobinemia was noted. In 11 cases of 
Raynaud’s disease an average increase of 176 
per cent. in blood flow to the ointment-treated 
hand occurred, compared with an average in- 
crease of 90 per cent. in the hand treated with 
lanolin base; an average increase of 4 mm. in 
the amplitude of the digital pulse occurred after 
inunction with glyceryl trinitrate ointment, 
compared with an average increase of 3.5 mm. 
when lanolin only was used; the skin tempera- 
ture showed an increase of 3.5° C. after treat- 
ment with glyceryl trinitrate ointment, compared 
with 2° C. when lanolin was used. In conclusion 
it is stated: ‘About a third of patients with 
Raynaud’s disease derived benefit from in- 
unction with the 2 per cent. glyceryl trinitrate 
ointment. Patients with early acrosclerosis may 
receive benefit. On the basis of 2 cases, occupa- 
tional occlusive arterial disease seems amenable 
to this therapy. therapy of Raynaud’s 
disease and Raynaud’s phenomenon with gly- 
ceryl trinitrate inunction is not the entire 
answer to a successful or even palliative treat- 
ment’. 


Gastro-Intestinal Administration of 
Oxygen in Asphyxia Neonatorum 


Deraits of the gastro-intestinal administration 
of oxygen in asphyxia of the newborn are given 
by Y. Akerren and N. Furstenberg (Journal of 
Obstetrics and Gynecology of the British Empire, 
October 1950, 57, 705). This method has been 
in use at the Sahlgren Hospital, Gothenburg, 
since 1947. The oxygen is administered at a rate 
of 3 or 4 litres per minute through a Nélaton 
catheter (no. 10) which, through a tapering glass 
tube, is connected to an oxygen tank. Two 
catheters are introduced simultaneously into the 
stomach: one for the administration of oxygen, 
the other acting as a safety valve. ‘For the pur- 
pose of ensuring that the oxygen is expelled 
through the safety catheter its upper end is 
placed under water’. If the child begins to 
breathe during the course of treatment, he must 
be allowed air containing as high a concentra- 
tion as possible of oxygen. This can be done by 
fitting a mask over the child’s face and adminis- 
tering oxygen through this. A review of the 
literature is provided which indicates that an 
appreciable amount of oxygen can be absorbed 
from the gastro-intestinal tract. ‘If consideration 
is taken to the technical difficulties and to the 
obvious risks involved by the tracheal methods, 
at least in inexperienced hands, there can be no 
doubt as to which method is preferable from the 
practical standpoint. Any method of resuscita- 
tion should be as simple as possible. The gastro- 
intestinal method may, after but little training, 
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be carried out by any physician or midwife. By 
this method, in a very short time, a great 
amount of oxygen is available for absorption 
from a large mucosa] area. The rapidity of the 
method is of great importance’. 


Intradermal Infiltration Anasthesia 
in First-Stage Labour 


A report of the use of intradermal infiltration 
for the relief of abdominal pain during the first 
stage of labour is given by A. A. Abrams (Nez 
England Journal of Medicine, October 26, 1950, 
243, 636). The report concerns 40 patients: 
20 hospital cases and 20 private. In the first 
cases I per cent. novocain with epinephrine 
1:100,000 was employed, the activity of which 
lasted for from two to three hours; later, mety- 
caine was employed in 1.5 per cent. solution 
with epinephrine 1:200,000, which in some 
cases produced as much as six hours’ analgesia. 
The method employed was :— 

Starting at the midline just above the symphysis pubis 
the infiltration was continued in a linear manner intra- 
dermally, first to left and then to right above the inguinal 
ligaments, out to the anterior-superior iliac spines, and 
then up the midline of the abdomen for a distance of 
7.5 cm., the infiltration being extended laterally on each 
side for a distance of 2.5 cm. If the patient also complained 
of back pain, infiltration of the skin over the upper 
sacrum and the sacroiliac joints was carried out. Approxi- 
mately 30 ml. of solution was used for abdominal in- 
filtration and the same amount for infiltration of the back. 
It is stated that metycaine can be reinjected without un- 
toward effects. 

All patients remained conscious of contrac- 
tions although the painful sensations were 
absent, and with the cessation of pain and full 
consciousness, full cooperation of the patients 
was obtained. Of the 40 cases treated, 22 had 
complete relief of pain during the first stage, 
15 relief of pain but some backache, 2 fair re- 
lief, and 1 little relief only. Various types of 
second-stage anesthesia were employed—nitrous 
oxide oxygen and ether, if the patient did not 
want to be awake at the time of delivery, or 
spinal, pudendal or saddle block. ‘Pudendal block, 
when performed during the latter part of the 
first-stage labour, seemed to afford considerable 
relief of deep pelvic pain . . . When block was 
performed together with perineal infiltration by 
means of metycaine, painless delivery resulted’. 
It is claimed that the method produces no local 
or systemic complications and the abolition of 
pain without sedation and its depressing 
effects is beneficial to the baby. It was noted in 
the treated series that the infants cried spon- 
taneously and their colour was pink immediately 
upon birth. 

Colloidal Iron in Hypochromic 
Anaemia 
A COLLOIDAL iron preparation containing 20 


per cent. of iron has been found by A. J 
Creskoff (American Journal of the Medical 
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Sctences, November 1950, 220, 553) to be ‘a satis- 
factory source of iron for hemoglobin regener- 
ation in iron deficiency anemia’. The preparation 
was made up in capsules, each containing 0.3 g., 
and four capsules were given daily (i.e. 240 
mg. of iron). In an unse'ected group of 25 
patients with ‘chronic hypochromic microcytic 
anemia’, whose initial hemoglobin averaged 
10.14 g. per 100 ml. of blood (65 per cent.), 
ranging from 8.0 g. (51.5 per cent.) to 12.65 B. 
(81 per cent.), the average rise in hemoglobin 
after nine weeks’ treatment was 2.56 g. per 
100 ml. of blood (16 per cent.). In no instance 
was there any gastro-intestinal disturbance. The 
preparation was then given to a second group of 
23 pregnant women, all of whom had been un- 
able to take ferrous sulphate or ferrous gluconate 
because of gastro-intestinal upset. All of them 
responded satisfactorily, and in no case was 
there any evidence of abdominal discomfort. 


Complications of Streptomycin 
Therapy 

Two complications of streptomycin therapy, 
which are stated to be little known, are dis- 
cussed by L. Rouques (Presse Médicale, 
November 4, 1950, 58, 1236). These are: 
aphthous stomatitis, and hypertrichosis. Three 
cases of aphthous stomatitis are recorded, two in 
young women, aged twenty-three and twenty- 
six. The first received streptomycin, in dosage of 
1 g. daily, in the treatment of double pneumo- 
thorax with possible tuberculous lesion. On the 
sixty-fifth day of treatment vesicles appeared on 
the gums, cheeks, and under the tongue; these 
vesicles increased with continuation of treat- 
ment. Streptomycin was then stopped, and the 
condition regressed and disappeared in ten days. 
The second case was similar, and again the 
stomatitis disappeared rapidly after cessation of 
treatment. The third case was a man of fifty-six, 
with a large, active right apical cav'ty. He was 
put on streptomycin therapy with resultant rapid 
improvement, but after receiving a total of 70 g. 
aphthous stomatitis developed and the treat- 
ment had to be stopped. One week later the 
condition in the mouth had cleared up com- 
pletely At the end of seven months there was 
re-activation of the tuberculous lesion, and the 
patient was given dihydrostreptomycin. When 
the total dosage had reached 35 g. vesicles ap- 
peared on the cheeks and lower lip; treatment 
was continued, but when the total dosage 
reached 45 g. the stomatitis became generalized 
and ulcerated. The antibiotic was stopped, but 
the stomatitis persisted, and the patient’s con- 
dition became so serious that plasma injections 
were given. In this case the stomatitis lasted for 
one month 
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The second complication discussed, is hyper- 
trichosis, which is stated to be of frequent 
occurrence in children treated with strepto- 
mycin: it noted by R. Fono (Annales 
Pediatric, 1950, 174, 389) in 22 of 27 children, 
of ages ranging from three to fourteen years, 
who received streptomycin for tuberculous 
meningitis (average dosage, 1 g. daily). The 
hypertrichosis was usually noted about the 
sixth or eighth week of treatment and affected 
the whole body except the face, neck, elbows 
and knees. The hair grew thickly to the length 
of 1 to 3 cm., and was of colour similar to the 
hair of the head, the growth of which was not 
stunted in any way. After cessation of strepto- 
mycin therapy the hair on the body persisted 
for some time—in one case it was still present 
after twelve months. In his article Fono dis- 
cusses the possibility of the hypertrichosis being 
due to some characteristic action of streptomycin 
on the pilous system, or perhaps to the anti- 
biotic having rendered chronic the miliary or 
He does not accept 


was 


mengineal tuberculosis 
either hypothesis 


Temporary Baldness due to ‘Cold 
Wave’ Preparations 

THE ammonium salts of thioglycolate, which is 
commonly used in cold permanent wave 
solutions, has a deleterious effect on the hair, 
‘producing changes in its textile strength, elas- 
ticity and structure’, according to A. J. Reiches 
and C. W. Lane (Journal of the American 
Medical Association, September 23, 1950, 144, 
305), who recorded two cases of temporary 
baldness due to the use of such preparations. 
The hair fall was noted five and seven days after 
application of the solution. In one case a bald 
patch developed on the vertex of the scalp, and 
in the other on the front of the scalp; the roots 
in these areas could be pulled out easily, and 
the remaining hair showed fragmentation and 
splitting. The patients’ general health was good, 
and in both cases there was regrowth of hair 
some three weeks later. It is pointed out that 
dermatitis, which is commonly supposed to be 
associated with thioglycolate cold wave prepara- 
tions, occurs probably in less than one hundredth 
of 1 per cent. of cases; the risk of contact der- 
matitis is greater for the operator. ‘Home’ cold 
wave preparations contain 4 to § per cent. of 
ammonium thioglycolate, in comparison with 
those used in beauty parlours, which usually 
contain about 10 per cent. If the ammonium 
thioglycolate is left on the hair too long, changes 
in the textile strength and cellular structure 
occur. (It is noted that the calcium salt of thio- 
glycolate is the important chemical in a number 
of depilatories.) 
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Medical Treatment. EpiteD BY GEOFFREY 
EVANS, M.D., F.R.C.P. London: Butter- 
worth & Co. (Publishers), Ltd., 1951. 
Pp. xxvi and 1464. Figures 51. Price 
1055. 

FIFTY-THREE contributors, including the editor, 

have collaborated in the writire of this monu- 

mental work. The vast majority are members of 
the London school of medicine, but the editor 
has crossed the Atlantic for the sections on 
nutrition (the late Professor F. F. Tisdall) and 
pellagra (Dr. W. H. Sebrell). Curiously enough, 
the only three conditions listed under ‘vitamin 
deficiencies’ are beri-beri, pellagra, and scurvy. 

To discuss a book such as this in detail is 

obviously neither possible in a review of reason- 

able length, nor necessary. Suffice it to say that 
the practitioner will find it the most compre- 
hensive textbook of treatment published in 

Great Britain. To discriminate between in- 

dividual contributors may seem invidious, but 

mention must be made of the outstanding value 
of Professor Haddow’s section on the chemo- 
therapy of cancer, and Dr. Valentine’s excellent 
section on antibiotics and sulphonamides. The 
index fills sixty-six pages, but no reference could 
be found to the ubiquitous threadworm, either 
under the homely name or its scientific one of 
enterobius. The planning of a conjoint effort on 
this scale is always difficult, and it is in no 
carping spirit that three comments are offered. 

In the first place the arranging of subjects is by 

no means perfect. Reference has already been 

made to the paucity of entries under ‘vitamin 
deficiencies’ in the ‘contents’. For other vitamin 
deficiencies other sections have to be looked at: 

e.g., rickets is listed under ‘children’s diseases’. 

Secondly, there is a tendency on the part of some 

authors to be all-inclusive and not selective. For 

instance, in discussing threadworms a whole 
paragraph is devoted to phenothiazine, when all 
that was required was the concluding sentence: 

‘Pediatricians, therefore, have given up the use 

of the drug’. Then, why discuss it? Finally, as 

is well demonstrated in the section on leprosy, 
and in discussing neomycin, therapy is ad- 
vancing so rapidly these days that the delay in 
printing a book of this size inevitably means 
that a certain proportion is out of date before it 
is published. In other words, should modern 
textbooks of therapy not be on a more modest 
scale (and therefore price) in the knowledge that 
new editions will be called for at frequent inter- 
vals? These comments, however, must not be 
taken to question the skill with which Dr. 

Geoffrey Evans and his colleagues have tackled 

their task. As a book of practical reference it will 


go far towards lightening the load of the harassed 
practitioner of medicine. For medical and 
hospital libraries, it is essential. 


A History of English Public Health 1834- 
1939. By W. M. FRazer, 0.8.£., M.D., 
M.Sc., D.P.H., Barrister-at-Law. London: 
Bailliére, Tindall & Cox, 1950. Pp. 


xili and 498. Illustrated. Price 35s. 


IN this book the author, who is professor of 
Public Health in the University of Liverpool 
and Medical Officer of Health, City and Port of 
Liverpool, traces the development of the Public 
Health movement from its beginnings in the 
first half of the 19th century up to the outbreak 
of the 1939-45 war. The changes in content and 
aim of Public Health are portrayed against the 
changing social circumstances. He shows how 
legislation based on medical recommendations 
attempted to cope with the conditions in the 
towns and in the factories caused by the 
urbanization and _ industrialization of the 
country. He shows further how the require- 
ments of Public Health moulded local govern- 
ment in its development. The rise and extension 
of the personal health and social services in the 
2oth century are traced, and in the last section 
of the book the developments which transformed 
Public Health into Social Medicine are critically 
examined. In the epilogue the unification of the 
National Insurance, Assistance and Health 
Services is heralded. 

The first impression that the reader gains 
from this book is one of admiration for its 
craftsmanship. It is exceedingly well produced, 
a pleasure to handle, to look at and to read. 
Next comes a growing appreciation of the 
workmanship of the author himself. As would 
be expected, the author is indeed a master of 
his subject. He has chosen his material with 
considerable skill, and he presents his story with 
much precision. Public Health has always been 
fortunate in its historians. From Simon onwards 
there has always been in every generation some- 
one with a gift of language. The line of historians 
is obviously not extinct. 


Radiation Therapy in the Management of 
Cancer of the Uterine Cervix. By SIMEON 
T. CANTRIL, M.D. Springfield, Illinois: 
Charles C Thomas; Oxford: Blackwell 
Scientific Publications Ltd., 1950. Pp. x 
and 196. Figures 25. Price 36s. 

In this monograph, which is one in the series of 

American lectures on radiation therapy, Dr. 

Cantril has attempted to deal both with the 
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purely technical aspects of the radiation treat- 
ment of carcinoma of the cervix uteri and with 
the many other factors that contribute to success 
or failure. After a brief summary of the more 
important clinical features of carcinoma of the 
cervix, there follows a lucid and well-illustrated 
account of the pathology and spread of the 
disease. The main part of the text, however, is 
devoted to the consideration of treatment by 
radiation, and its complications. Stress is laid 
upon the underlying principles of treatment by 
radium and X-rays, and the important estab- 
lished techniques are described adequately. 
Anyone requiring more elaborate technical 
detail should be satisfied by the good biblio- 
graphy and the appendix on intracavitary 
radium dosimetry. The results obtained by 
radiotherapy are given in detail and are 
illuminating when read in relation to the rather 
critical but very fair account of the position of 
surgery in the management of carcinoma of the 
cervix. Dr. Cantril is to be congratulated on 
having succeeded in the difficult task of meeting 
the needs of both gynecologists and radio- 
therapists in this important field. 


Facial Paralysis. By James Parkes Finp- 
LAY, M.B., Cx.M. Sydney and London: 
Angus and Robertson Ltd., 1950. Pp. 
47. Figure 12. Price 17s. 6d. 

Tuts small monograph on facial paralysis em- 
phasizes factors in etiology and describes the 
facial palsy preceded by pain behind the ear as 
due to occlusion of the vasa vasorum of the 
facial nerve. The author states that such cases 
should be treated by decompression of the 
Fallopian canal, but gives no details of his re- 
sults. The book is written in condensed form 
and would benefit by expansion, particularly in 
the sections devoted to pathology, in which the 
arguments expressed may not find general ac- 
ceptance. It should stimulate others to further 
work in the treatment of a minor malady, the 
prognosis of which is often unsatisfactory. 


Die Tuberkulose der Haut. By K. W. 
KALKOFF, M.D. Stuttgart: Georg Thieme 
Verlag, 1950. Pp. 93. Price D.M. 7.80. 

Tuts small monograph is written by an authority 
on tuberculosis of the skin, and dermatolog’sts 
and practitioners who are interested in the 
subject will find it a valuable addition to their 
book shelves. A wide discussion is given on the 
pathology, bacteriology, immunology and differ- 
ential diagnosis, but considerable attention is 
given to treatment, both old and new. Social 
aspects of the psychological sequela and prophy- 
laxis are included and make the monograph 
unusually comprehensive. 
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The Springs of Conduct: A Neuro- 
psychological Study. By Sin Joun Par- 
SONS, C.B.E., F.R.C.S., F.R.S. London: J. 
& A. Churchill Ltd., 1950. Pp. viii and 
104. Price 7s. 6d. 

Tus little book has been written with the very 
worthy object of emphasizing the significance of 
our growing knowledge of the functions of the 
nervous system in the study of human conduct, 
and of correlating this knowledge with the 
observations of psychologists on behaviour as it 
is seen in the daily life of the individual. It is an 
attempt to leap the gulf between neurone physi- 
ology and psychology, and tentatively to inte- 
grate two disciplines with a common object 
within the framework of scientific method. 
There is an excellent exposition of the con- 
tributions of Sherrington, Trotter and A. N. 
Whitehead to the problem, and the author fully 
acknowledges his debt to these thinkers. On the 
other hand, but scanty reference is made to the 
trends of thought which have arisen from later 
study of the cerebral cortex, of control mechan- 
isms, of psychosomatic disorders, and of the 
relation of the nervous system to the endocrine 
pattern, to name only a few of the approaches by 
which neurophysiology is feeling its way towards 
an interpretation of behaviour in this present 
exciting period of new observations and new 
theories. There is, on the other hand, much that 
stimulates thought and gives pleasure from 
felicity of phrase. This essay presents the views 
of one who can recall the impact of Sherring- 
ton’s work and of the neurological advances 
which followed the first world war, and who has 
seen psychologies rise and fall. He has wit- 
nessed the gradual encroachment of ‘brain’ in 
the field of ‘mind’ and is able to give a long 
view of this field of progress which is of great 
value. His attitude to the speculative excesses 
of the psychoanalysts suggests that he does not 
agree with the view that a certain amount of 
mistaken enthusiasm can help rather than 
hinder the search for knowledge. The book is 
short and well-arranged. The language is mainly 
that of physiology, and concentration is some- 
times needed to extract its meaning. 


John Hunter. By S. Roopnouse GLoyne, 


M.D. Edinburgh: E. & S. Livingstone 

Ltd., 1950. Pp. x and 104. Figures 16. 

Price 15s. 
IN this attractively produced biography the 
main aim has been to depict Hunter against the 
background of his period. Hunter’s personality 
was a curiously mixed one, and by no means 
predominantly atttractive—‘fiery’ and ‘dynamic’ 
are the adjectives used in this book to sum it up. 
This is certainly not erring on the side of exag- 
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geration; Hunter had more than his fair share 
of the defects of the Lowland Scot. He was 
never able to forget the relative penury in which 
he was brought up, and throughout his life 
tended to emphasize the fact that he was, in 
modern parlance, a self-made man, forgetting 
entirely that many of his fellow-countrymen 
had undertaken the same journey south to 
London and made good without the not incon- 
siderable advantage of having the guidance and 
help of an elder brother already well established 
there. He had also mort than a streak of neurosis, 
and his cantankerousness dogged him through- 
out life. Of the value of his contributions to 
medicine there can be little difference of 
opinion and, as rightly stressed here, their 
dominant character was the result of his seeking 
truth fearlessly. As a popular biography this one 
achieves its purpose more satisfactorily than is 
often the case in attempting to portray the life 
and work of a scientist or professional man, and 
as such it can be highly recommended. The 
only legitimate criticism is that insufficient 
attention is devoted to the scandalous, but 
tragic, tale of the destruction of the bulk of 
Hunter’s manuscripts. 


NEW EDITIONS 

Six new names have been added to the list of 
contributors to A Textbook of the Practice of 
Medicine, by Various Authors, edited by 
Frederick W. Price, -M.D., C.M.,  F.R.C.P., 
F.R.S.E., in its eighth edition (Oxferd Uni- 
versity Press, 45s.): Sir Horace Evans, Professor 
L. P. Garrod, Mr. W. I. Daggett, and Drs. 
Thomas Hunt, R. Bodley Scott and E. F. 
Scowen. Among the subjects dealt with in new 
articles, which number eighteen, are: the anti- 
biotics, injuries from nuclear fission, the sur- 
gical treatment of congenital heart disease, 
diaphragmatic hernia, and brachial pain due to 
protruding intervertebral disc. In the section on 
vitamins, subsections on folic acid and p- 
aminobenzoic acid are included, and in Section 
1, which is devoted to infections, there is a 
new subsection on the sulphonamides and their 
use in different diseases. The new edition is a 
worthy successor to the previous volumes of this 
well-known textbook of medicine, which fills a 
niche of its own as a guide to the practice of 
medicine. 


THE wide interpretation given by the editors to 
the term ‘medical’ is well exemplified in 
Volume III of the second edition of The British 
Encyclopedia of Medical Practice, under the 
General Editorship of Lord Horder (Butter- 
worth & Co. (Publishers) Ltd., 6os.). It covers 
bone diseases to cor pulmonale, taking in its 
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stride burns and scalds (Rainsford Mowlem), 
breast diseases (A. M. A. Moore), cellulitis 
(J. B. Hunter), and coccyx diseases (Sir Cecil 
Wakeley). An interesting innovation is to have 
the chapter on the climacteric and its disorders 
written jointly by a gynxcologist (James Young) 
and a geriatrician (Trevor H. Howell), the latter 
dealing with that will o’ the wisp of medicine— 
the male climacteric. Useful practical chapters 
include those on colds by C. Allan Birch, 
chilblains by Hugh Gordon, and constipation by 
Sir Adolphe Abrahams. Printed, like its pre- 
decessors, in Vienna, the standard of production 
is well maintained, although the coloured 
illustrations are scarcely as good as they might 


be. 


THE most important addition to Handbook of 
Diagnosis and Treatment of Venereal Diseases, 
by A. E. W. McLachlan, M.B., CH.B., D.P.H., 
F.R.S., in its fourth edition (E. & S. Livingstone 
Ltd., 17s. 6d.), is the extended use of penicillin, 
which has revolutionized the treatment of the 
venereal diseases. The newer antibiotics, 
streptomycin, aureomycin and chloramphenicol, 
also find a place: oral administration of aureo- 
mycin has been found effective in the treatment 
of chancroid, in which penicillin is stated to 
have ‘proved valueless’. The probable value ot 
streptomycin in the treatment of gonorrhcea, as, 
unlike the other antibiotics, it has no anti- 
syphilitic action, is stressed. Nevertheless, a 
warning is given in the preface against the ten- 
dency to rely on the use of antibiotics to the 
exclusion of supplementary treatment with 
arsenicals and bismuth. The new edition is well 
produced and illustrated, containing in all 160 
figures, some in colour. 


Textbook of Orthopaedic Medicine. Vol. LI. Treat- 
ment by Manipulation and Deep Massage, by James 


Cyriax, M.D., in its fourth edition (Cassell 
& Co. Ltd., 18s. 6d.) is an amplification of the 
author’s Deep Massage and Manipulation Illus- 
trated, the third edition of which appeared in 
1948. The book is essentially for the physio- 
therapist and deals in detail with the technique 
of manual procedures. The author has, however, 
included discussions on the indications for and 
against such procedures which should prove 
useful to the practitioner when recommending 
physiotherapy for his patients. The new edition 
is well and richly illustrated. 


The contents of the March issue, which will contain 
a symposium on ‘Diseases of the Veins’, will be found 
on page lxviii at the end of the advertisement section 


Notes and Preparations, sce page 203 
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NOTES AND PREPARATIONS 


PREPARATIONS 


Therapeutic 


NEW 
ACIMETION ts pure d/-methionine 
ally it ts 
anzmias and blood disorders, liver disorders, in 


used im the treatment of certam 


cluding liver damage due to arsenical, chloro- 
form, tetrachloride and trinitrotoluene poisoning 
burns (to promote healing), and malnutrition 
Acimetion is issued in tablet form, in bottles of 
0.25 zg. (Continental 
Russell Street, 


so and 250 tablets of 
Laboratories Ltd 


London, W.C.1.) 


ror Great 


CELEvac is methylcellulose, 


stance which is stated to have proved effective in 


a hydrophilic sub 


the treatment of constipation and certain forms 
of diarrhoea. It is claimed that Celevac 
definite advantages preparations 
which modify the bulk and consistence of the 
faeces and does not cause irritation or other un- 


pe SSESSECS 


over other 


desirable side-effects’ Issued as chocolate- 


flavoured tablets, in containers of 45, 250 and 
1000, and as sweetened granules, in containers of 
100 g. (Harker Stagg Ltd., 8 St. George Street, 


Hanover Square, London, W.1.) 


Di-PARALENE (1-p-chlorobenzhydryl-4-methyl- 
hydrochloride) 


Abbort’, is a 


stated to be of low toxicity 


piperazine chlorcyclizine hy- 


drochloride new synthetic 
antihistaminic drug 
and relatively prolonged action. Its use is in- 
dicated in the treatment of hay fever, urticaria, 
dermatoses, rhinitis, and 
sinusitis. It is issued in tablets of 50 mg., in 
bottles of 100. (Abbott Ltd., 


Wadsworth Road, Perivale, 


allergic vasomotor 
Laboratories 


Middlesex.) 


ENTROSALYL (VITAMINIZED) 1s 
sodium salicylate with vitamins B,, C, K, and 
the PP factor (each capsule contains 
salicylate, 0.5 g.; vitamin C, 0.01 g.; vitamin B,, 
0.00025 g.; vitamin K, 0.0005 g.; vitamin PP, 


a preparation of 


sodium 


0.005 g.) for use in the treatment of conditions 
for which high dosage of sodium salicylate ts re- 
as acute rheumatism, and lupus 

Issued in bottles of 50 capsules, 
and in dispensing packs of 200 and 
1000 capsules. (Continental Laboratories Ltd., 
101 Great Russell Street, London, W.C.1.) 


quired, such 
erythematosus 
tax-free 


HEPRONA, a combination of liver, iron, glycero- 


phosphates, and nicotinic acid [liver 133.3 2 
total iron (citrate and glycerophosphates) 0.36 


nicotinic acid 0.0344 per cent 


; alcohol B.P. (90 per cent.) 
diluent to 100] is a 


per cent.; 
glycerin 20 per cent 
10 per cent.; flavoured 
nutrient tonic and restorative for use in general 


] 


debility and during convalescence. Issued in 


bottles of 6 and 40 fluid ounces. (Evans Medical 
Close, London, 


Supplies Ltd., Bartholomew 


E.C.1.) 


KATIODIN 5S. 5S. 18 a new sterilizing agent with 


rapid action. It is stated that im vitro tests have 


shown that ‘no organism was found that could 
70 seconds’ contact with Katiodin S.S 


Welchii and ‘Tetani 


is indicated for the 


survive 
whilst the 
killed in 3 minutes’ 


spores of were 


Its use 


sterilization of needles, svringes and surgical 


instruments, without the necessity for boiling 


or immersion in spirit. Issued in the form of 1 


per cent. and 2 per cent. solutions; the former 


in bottles of 32 and 8o ounces; the latter in 


bottles of 2, 40 and 8o ounces. The 2-ounce 
umber bottle ts issued for carrying in the prac- 
(Halden [Pharmaceuticals] Ltd 


37 Brazennose Stree t, Manche 


titioner’s case 


ter, 2.) 


‘NIV AQUINI (sul- 


phate of 


brand chloroquine sulphate 
7-chloro-4(4-diethylamino-I-methyl- 
butylamino)-quinoline) has been prepared for 
and malaria, the 


the prevention treatment of 


compound having ‘radical curative properties 
in the treatment of malignant tertian infections’ 
It is also stated to have proved effective in cases 
of extra-intestinal amoebiasis. Issued in the form 
, each containing 150 mg. of 


(May & 


of tablets of 200 mg 


base, in containers of 10 and 500 


Baker Ltd Dagenham Essex.) 


Abbott) is an 
emulsifying agent for increasing the absorption 
of fat that 
emulsified preparations of vitamin A were given 


Sor.LaTE (sorethitan monooleate, 


Clinical trials have shown when 


to children with steatorrhara there was con 


siderable improvement in the absorption of 
blood 


ipproximated to those of normal children 


levels being obtained which 
The 


treatment of 


vitamin A; 


use of Sorlate ts mwndicated in the 


disease ind in inflammator 


of the 


sprue, corliac 


processes small intestine in which a 


reduction in intestinal absorbing surface is 
It is issued in capsules of 0.5 g., in 


(Abbott 


Pe rivale 


present 
Laboratories [Ltd 


Middlesex.) 


bottles of 1oc 
Wadsworth Road 


‘TEEVEX is an antipruritic ointment with the 


Crotonyl-N-ethyl-o-toluidide 5 per 
N-dimethyaminoethyl-N-p-chlorbenzy! 


formula 
cent 

a-aminopyridine hydrochloride 1 per cent.,. in 
The 


and bacteriostatic properties are combined with 


a non-greasy omtment base antipruritic 


an antihistaminic of low toxicity, and it is 
stated that clinical trials have shown the com 
bination to be more effective than when either 
compound is used separately. Its use is indicated 
in pruritus, eczema, urticaria and allergic skin 
affections and in bulk 
for dispensing and to hospitals. (Pharmaceutical 
Laboratories Ltd., National Buildings, 


Parsonage, Manchester, 3.) 


Issued in tubes of 20 g., 


Geigy 
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have an antacid base 


B.P.C magnesium 


A, B, and ¢ 
of aluminium hydroxide 
hydroxide B.P.C., and magnesium trisilicate 
B.P. 4’ also contains phenobarbitone, 1 
grain, and both ‘A’ and ‘B’ contain atropine 
sulphate, 1/100 grain. Prepared for the treat- 
ulcer, they are issued on pre- 
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ment of peptic 
scription for dispensing only, in containers of 
21 tablets. (Forsters [Pharmaceuticals] Ltd., 29 
Street, Seaham, Co. Durham.) 
*‘MANDAMINI This 
henceforth be known in this country as ‘MaAN- 
which it is already 
known in export (Menley & James 
Ltd., 123 Coldharbour Lane, London, S.E.5s. 
NEW APPARATUS 
THe Becctert Monorack M.3 Hearinc Arp 


devised to supply an_ efficient, 


Church 


urinary antiseptic will 


DELAMINE’, the name by 
markets 


has been 
: l 1 reliable z] he y aid 
economical and reliable single unit hearing aic 
for those who cannot obtain satisfaction from a 
free ‘National’ hearing aid. Features of this new 


instrument are 3 Stage resistance Capacity 
coupled amplifier; a large piezo crystal micro- 
phone with metal diaphragm; a 3-position tone 
switch; rotary volume control; miniature mag- 
individual ear mould or 
bone volt B 123 HT battery 
giving approximately 120 hours use, and 1.5 
volt D.12 LT giving approximately 24 hours 


use; frequency 


netic receiver with 


conductor; 30 


response of 100 to 3,500 cycles 


per second. The aid measures only 5” by 24 
and is contained in an attractive plastic case 
with one-year comprehensive 


Bell & Croyden, 117 High 


Price 18 guineas, 
guarantee. (John 


Street, Oxford.) 
COMMUNITY MENTAL HI 
PRACTICI 
Association for Mental Health is 
Community Mental 


ALTH IN 


HE National 
holding a conference on 
Health in Practice’ in St. Pancras Town Hall, 
Euston Road, London, N.W.1, on March 12 
and 13. The conference will be opened by Dr. 
W. Russell P.R.C.P. The subjects for 
liscussion will include ‘The Child, with 
to the Familv’; ‘The Adolescent, with 
Education’; “The Adult, with 
Industry’, and ‘The Aged’. .In- 
one-day ticket, 11s. 6d.; 
Secretary, 39 


Brain 


reference 
reference to 
reference to 
clusive ticket, {1 55 
half-day ticket, 6s 

Queen Anne Street, London, W.1.) 


(Conference 


BLIND WELFARE SERVICES 
We have received a joint letter from the 
Secretary of St. Dunstan’s and the Secretary- 
General of the National Institute for the Blind 
concerning the proper course to be followed by 
newly blinded people if they wish to take full 
advantage of the Blind Welfare Services. If a 


person’s loss of sight has been caused or 
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aggravated by war service (including civil de- 
fence), he or she should consult St. Dunstan’s, 
191, Marylebone Road, London, N.W.1. 
Responsibility for the civilian blind is borne by 
the Local Authorities and the Local Voluntary 
Agencies for the Blind, in cooperation with the 
National Blind, 224 Great 
Portland Street, W.1 


Institute for the 


PUBLICATIONS 


An Addendum to King’s and Some King’s Men 


(London), by H. Willoughby Lyle, m.p., F.R.c.s.. 
brings up to date ‘King’s and Some King’s 


Men, London’ which covered the period from 
the foundation ot King’s ( olles London, in 
1829, to the vear 1934. The new 
on the ill-fated ‘appointed day’ 1948 
This labour of love by one of King’s own most 


volume ends 
July 5, 
devoted sons will be read with interest by many 
in addition to King’s men 
the oldest of the 
King’s has collected, within its one hundred and 


By no means one of 


London medical schools, 


twenty some of the greatest names in 


medical history. Lister 
all, but the names of StClair Thomson, Frederick 
Still, Watson Cheyne and Lenthal Cheatle all 


position in the 


vears, 
is the greatest of them 


proud annals of 


This book is the substance of which 


occupy a 
medicine 
author has placed 


history is made, and the 


medical historians throughout the world in his 
debt for the skill with which he has performed 
his task. (Geoffrey Oxford Uni- 


versity Press, 1950 


King Edward’s Hospital Fund for London.—We 
have received copies of the Report of Meeting 
ot Council, December 13, 
Reports of the Distribution Committee and the 
Convalescent Homes The Fund 
today, in the words of the President, the Duke of 


Cumberlege 
Price 30s.) 


1950, and of the 
Committee 


Gloucester, 1s doing more direct practical work 
to help hospitals and their patients than ever 
before. At the Ministry of 
Health, an extensive 
been undertaken at a number of hospitals. The 
Hospital Administrative Staff College is ex- 
pected to open in April. Tribute is paid, among 
others, to the late Dr. H. Morley Fletcher's 
Distribution Committee 


invitation of the 


costing investigation has 


active interest in the 
and in the Nursing Recruitment Service. 


Welfare Problems of Old People I'he Report 
of the Fifth National Conference on the Care of 
Old People, held in Brighton, October 18-20, 
1950, contains discussions on “The Aged in 
Hospital and at Home: The Need for Co- 
operation between the Authorities Concerned’, 
and on “The Welfare of Old People in Rural 
Areas: What is the Extent of the Problem?’ In 
the open forum, speakers dealt with such im- 
portant topics as housing, home helps, visiting, 
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laundry, chiropody, and holidays. (Published by 
The National Council of Social Service, 26 
Bedford Square, London, W.C.1. Price 2s. 6d.) 


British Tuberculosis Association.—The Annual 
Report of the Research Committee of the British 
Tuberculosis Association for the vear ending 
October 1950, provides evidence of a year of 
stead) progress The Committee plaved an 
important part in the initiation of the Medical 
Research Council's second PAS-streptomycin 
trial and the tuberculin testing survey. The 
Report al 
pilot trial of thiosemicarbazone in advanced 
\ panel of 


reters to the completion of a small 
cases of pulmonary tuberculosis 
thoracic surgeons and a pathologist has carried 
out an investigation into the incidence and 
nature of tuberculous tracheo-bronchitis. Two 
projected investigations are an investigation of 
the incidence of histoplasmosis, and the value of 
streptomycin in tuberculous endometritis. The 
latter is being carried out in conjunction with 
the Royal Obstetricians and 
Gynecologists. This ambitious programme is 


Colle ge ot 


extending the limited financial means of the 
\ssociation and an appeal is made for financial 
support. (Hon. Treasurer: Dr. G. S. Todd, 
King Edward VII Sanatorium, Midhurst.) 

Leaflet No. 37, The Health of our Nurses 
Protection against Tuberculosis, issued by the 
National 
luberculosis, deals with the nurse recruit, BCG 


Association for the Prevention of 


vaccination, regular clinical overhauls, pro- 
tection while at work, infection from the patient, 
ind hours of work. (Specimen copies obtainable 
tree of charge from NAPT, Tavistock House 
North, London, W.C.1; larger numbers 1os 
per hundred.) 


Vetropolitan Police 
Jrea—In response to many requests, the 


District Nursing in the 


Central Council for District Nursing in London 
has compiled a list of associations in the Metro- 
politan Police Are i, with addresses and tele- 
phone numbers. The information has been 
supplied by the Medical Officers of Health of 
the Authorities concerned. Copies are available 
on request (25 Cockspur Street, London, S.W.1.) 


innual Report M.O.H. Salford.—Dr. J. L 
Burn’s Annual Report as Medical Officer of 
Health, City of Salford, for the year 1949, is a 
refreshingly readable document, illustrated with 
striking photographs and quotations. Sections 
of particular interest deal with atmospheric 
pollution; the unmarried mother and her child; 
health partially deaf children; 
and children of problem 
tamuilies. (Healtt Department 143 Regent Road, 
Salford.) 


education 


spastic chool class 


Synopsis of Fevers.—Messrs. Virol, Limited, 


have published the ninth edition of their well- 


THE PRACTITIONER: 50 


known book, ‘A Synopsis of Fevers and their 
Treatment’. Revised and brought up-to-date, it 
mentions aureomycin, chloramphenicol, poly- 
myxin, and stilbeestrol in mumps. Besides the 
common acute infectious diseases, food poison 
ing, infantile diarrhoea, dysentery, tuberculosis, 
and acute rheumatism are included. (Hanger 
Lane, Ealing, W.s5. Price 2s. 6d.) 


OFFICIAL NOTICES 

Vacancies for M.O.s in Malaya and Africa 
The 1950/51 edition of the Colonial Service 
Recruitment Pamphlet, ‘Appointments in His 
Majesty’s Colonial Service’ (C.S.R. 1, H.M.S.O., 
price 2s.), gives details of vacancies for two 
hundred medical officers in the Colonial Service 
in Malaya and in East and West Africa. A 
doctor in the N.H.S. may now join the Colonial 
Medical Service for not more than six years 
without loss of pension rights under the N.H.S. 
(Superannuation) regulations. He may transfer 
permanently to the Colonial Service without 
financial loss or, on returning to the N.H.S., he 
will be given a gratuity. Doctors with higher 
qualifications can, in certain colonies, begin 
their service higher up the salary scale. 


It 


Housing Accommodation for Doctors: Consulta- 


tions with Executive Councils.—According to 
Ministry of Health Circular 117/50, dated 
December 20, 195°, if an mcoming doctor 
wishes to build his own house, the Minister 
hopes that Local Authorities will be ready, 
when application is supported by the Executive 
Council, to consider the issue of a licence. In 
suitable cases it would be helpful if they could 
provide a site by sale or lease. The Local 
Authority might appropriately make a site 
available on their larger estates. Should the 
doctor apply to the Local Authority to rent one 
of their houses, his application should receive 
sympathetic consideration when supported by 
the Executive Council 


OFFICIAL PUBLICATIONS 
Tuberculosis Publications—The Ministry of 
National Insurance has published an important 
report of the Industrial Injuries Advisory 
Council, entitled “Tuberculosis and other Com- 
municable Diseases in relation to Nurses and 
other Health Workers’. It is recommended that 
disease due to tuberculous infection be pre- 
scribed under the National Insurance (Industrial 
Injuries) Act, 1946, ‘in relation to those persons 
having close and frequent contact with tubercu- 
lous infection by reason of their employment in 
nursing, treating medically, or attending upon, 
patients suffering from tuberculosis, or by 
reason of their employment in a service ancillary 
to such nursing . . . as laboratory workers, 


pathologists, post-mortem workers or research 
workers .. .”. (H.M. Stationery Office, London. 
Cmd. 8093. Price 6d. net.) 

Years Ago. See page 207 
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“TAORYL 


TABLETS 


\ new antispasmodic for the RELIEF OF COUGHS 


The peripheral spasmolytic effect of 
“TAORYL” is not accompanied by any 
action on the central nervous system, in 
which respect it differs from drugs of the 


morphine series. 


In containers of 20 and of 200 tablets 


PHARMACEUTICAL LABORATORIES GEIGY LTD 
NATIONAL BUILDINGS, PARSONAGE, MANCHESTER, 3 


BLAckfriars 9421/5 
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SECONDARY AMENORRHCEA 


Simply and effectively 








TREATED ORALLY 


WITH 


MENSTROGEN 





The dosage is 4 tablets daily for 5 days 
Menstruation under this treatment may be 
expected to follow in 4 to 6 days. Certain cases 


of habitual abortion also respond to this treatment. 


Concise but full information gladly sent on request. 





MENSTROGEN 
kach tablet contains 


LYNORAL (ETHINYL ChSTRADIOL) 


PROGESTORAL (ETHISTERONE) 


In tubes of 20. Bottles of 60, 250 & 500 





Prescribable under N.HL.S. 


fe)RGCANON 


ORGANON LABORATORIES LTD, BRETTENHAM HOUSI 





THE PRACTITIONER 
fifty Dears Ago 


‘What we anticipate seldom occurs; 


what we least expect generally happens’ 


FEBRUARY 


n Januar 


Benson 


1901, Queen 
memorable words, 


Victoria 


vithout ipped from her the splendid 
burden of Empi 


and the 


the Edit 


ears 


vhich she had borne so long, 
To 
nto the autumn of his 
under t way, ‘the death of the 
extinction of a cosmik 
the 


shackles of mortality’ 


(Jueen 1s 


force. She t a part of universal 


frame of thi her name is so intimately 


mixed with o speech and with the whole 


economy litical and social life, that the 


nental point of view, 1s 
He recalls the spec ial 
in June, 


Diamond Jubilee, in 


r, issued 
1897, in honour 


which the Queen took much interest, giving her 


anction to information being supplied con- 


cerning tl physicians and surgeons 
during her 

In the the ‘Nineteenth 
Sir Michael Foster 


or the 


numbe r of 
makes 


scientihc use of 


Witt 


gs commonly 


the Arcadian innocence in 
known, generally 
occupants of the 
he begins by saving that he is 


peculiar to 


knows what is meant by “‘post- 
Ne ertheless, he 
about it than 


goes on to 
s much more 
Sometimes he has heard the 
they the 


» learn in an ordinary way 


meant means ot 


1 
e learnt 


rt He 


so tar 


before he was a 
thinks that 
from being en- 


such 


or rendered impossible”’ 
Sir Michael t 1 of post-graduate 
preparation for 


means let 


study is tha . > a 
original res¢ those who 
feel moved to grapple with the unknown be 
trained for the task 
the 


Jut the business of practi 


tioners of ling art consists largely in 


grappling known—in the torm of 
common 
The The Pract 


of articles on 


number of 
i serie 
Aspects of Life Insurance 
Fox, Chief Medieal Referee to the 
Insurance ( 


Medical 
I’. Colcott 
Mutual Life 
in Great Britain and Ireland, opens the 


ompany of New York 


svm- 


Benjamin Disraeli 
: 


Henrietta Temple’, bk. ii, ch. 4 


1901 
posium with a communication on “The Special 


Functions of the Medical Examiner’, 
he complains that ‘the commercial mind 


in which 
is apt 
to show a lack of appreciation of the full value 
of medical and scientific work, and, in casting 
about to reduce expenses, the medical man ts 


likely to be the first to suffer’. T. Glover Lyon, 


Johann von Mikulicz-Radecki 
(1850—1905) 


Medical Officer to the 
Office, takts for his subject 
tion Forms for 
Assistant 


National Mutual Life 
Medical Examina 
Perkin 

Thomas's Hospital 


Life Assurance’; J. J 
Physician to St 
and to the Hospital for Consumption, Bromp 
ton, *The Medical Aspects of Lute 
and J Clarke, F.R.C.S 
discusses its surgical aspects. In his contribution, 
The Medical the 
Company’, James Chisholm, General Manager 
to the Imperial Life 
tackles the ‘vexed question of fees’ 


that in all cases where a full report and examina 


writes on 
Assurance’, Jackson 


Examiner and Insurance 


Insurance Company 
suggesting 
tion of the urine is required a fee of one guinea 
should be paid. ‘In the case of a simple reference 
Medical Attendant, that is 
required is a letter in reply to an 


to a when all 


inquiry, I 








THE 
Firtry Years Aco—continued 
think that a fee of tos. 6d. 
sufficient’. 
In “The Influence of Soil on the Prevalence 
of Pulmonary Phthisis’, Arthur Newsholme, 
M.O.H. for Brighton, expresses the belief that 


ought to be 


personal infection is the main cause of the 


spread of phthisis, chiefly where, people are 


closely agglomerated and live an indoor life; 
that deficient nutrition is an important favouring 
cause, and that ‘wetness of soil operates in a 
minor degree in the same direction by favouring 
catarrhal conditions of the respiratory mucous 
membrane’. 

Sir Humphry 


Diseases of the 


Rolleston, in his review of 
Organs’, gives a 
if the Philadelphia 


removal of an 


Digestive 

report from the Proceedings 

Pathological Society of the 
appendix containing twelve oxyures vermicu- 
lares, and recalls that in the first 
appendicitis recorded in 1642, there 
abscess in the right iliac region, with the dis- 
charge of fecal matter and fourteen lumbricoid 


case of 
was an 


worms. 

A novel feature entitled ‘Notes on Recent 
Surgical Works’, reviews the English translation 
by C. W. Cathcart of A. Henle’s German mono- 
graph, ‘Mikulicz’s Conservative Treatment of 
Tubercular Joint Diseases and Cold Abscess’ 
in the Breslau Clinic measures 
were adopted in the treatment of all joints, 
except the knee in adults, when the patella was 


conservative 


Laboratory 
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ankylosed to the femur. The conservative 
measures mainly relied on were the injection 
into and around joints or abscess cavities of 


iodoform suspended in glycerin, Bier’s method 


of passive congestion, and the use of mechanical 


contrivances to prevent or overcome deformity. 
Johann von Mikulicz-Radecki, the centenary of 
whose birth was internationally celebrated last 
May, was professor of surgery in the University 
of Cracow, where he lectured in Polish, and 
later occupied the corresponding chair at 
Breslau, where he died in 1905, at the early age 
of fifty-five. Eponymously honoured in the 
syndrome ‘Mikulicz’s disease’, he made many 
important individual contributions to surgery. 
With W. S. Halsted of Baltimore he shares 
the distinction of being known as the ‘Father 
of the Surgery of Safety’. He was one of the 
first cotton 
theatre. 
‘Practical 


surgeons to wear gloves in the 


Notes’ contain a bizarre item 


uterine cough: ‘in those predisposed, such as 
neuropaths and sufferers from genital disease 
(especially during menstruation and pregnancy), 
cough may at times be induced by isolated con- 
tact with the fornix vagine. . . . Uterine cough 
is produced by irritation, on the one hand of 
the utero-vaginal fibres of the hypogastric 
plexus, which supply the 
the cervix uteri; and, on the other hand, by 
.. the ganglia embedded in the broad ligament’ 


W.R.B 


fornix vagine and 


NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 





reliability and constant activity of NATIVELLE’S DIGITALINE. 


Litera- 


ture, charts and samples will gladly be forwarded on request. 


Supplied in the following stable forms:— 
TABLETS (PINK) 0.1 mgm.=1/600 gr. 


Digitaline Tablets now 


NATIBAINE 


SOLUTION: 1/1000 Bottles of 10 c.c. 


TABLETS (WHITE 
AMPOULES for intramuscular and intravenous injection 0.20 mgm.=1 
available in 


0.25 mgm.=1/240 gr 
300 gr. 
dispensing packs of 200 


NATIROSE DRAGEES 


Boxes of 40 


OUABAINE ARNAUD 


TABLETS 2.5 mgm., 

SOLUTION 1 100-50 drops 
AMPOULES 1 
AMPOULES 1/240 gr.-0.25 


1/24 gr. Bottles of 40. 
10 mgm 
120 gr.-0.50 mgm. for 
mgm. 


Bottles of 10 c.c. 
intramuscular injection 
for intravenous injection 


Ampoules packed in boxes of 6. 


QUINICARDINE TABLETS 


Boxes of 20 


All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt 


74-77 WHITE LION STREET 
LONDON, N.1 


S 


from Purchase Tax 


19 TEMPLE BAR 
DUBLIN 





ANNOUNCEMENTS 























“al. 
! *Ctio,n re; 
leve 
$s 


Edrisal’ presents 2 different and 
unusually effective form of analgesia 
It contains two recognized analgesic 
agents, in combination with the well- 
known anti-depressant, ‘Benzedrine’. 
Thus ‘Edrisal’ relieves pain—and 
dispels the depression which 
almost always accompanies pain. 
The best results are obtained with a 
dose of 2 ‘Edrisal’ ‘Tablets repeated 
every three hours if necessary 
‘Edrisal’ is issued for prescription 
in bottle of 25 tablets 


4 a r 
E d ris a ] the DUAL-action analgesic 


dysmenorrhoea 
‘rheumatic’ pains 
simple headaches 
neuritis 
neuralgia 
common colds 
influenza 
sinusitis 


MENLEY & JAMES, LTD.,. 123 COLDHARBOUR LANE, LONDON. S.£ 5 
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Only invest 


your savings 
of 


Il... 


.. you know they will be safe. That's 

why it’s wise to in.est at 2}°% tax 
paid with Isle of Thanet Building 
Society. Your investment will be 
safeguarded by over £7,500,000 
asseis and over 100 years successful 
business experience. You can invest 
£1, £100 or as much as £5,000. 


ISLE of 
THANET 


BUILDING SOCIETY 


SW [[,"7\ ev "°El!|ll 





Head Office: Ramsgate 








LONDON OFFICE: 99 BAKER ST. W.! 





Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 
summer and warm in winter. Wool quickly dis- 
poses of perspiration without becoming clammy 
Being porous it allows both the escape of 
exhalations from the skin and the access of pure 
air to the skin. Jaeger body-belts sit well, stay in 
position, and give support without pressure. They 
are available in all sizes 


Jaeger House 204-206 Regent Street W.! 


Ralgex 


ANALGESIC - RESOLVENT 
COUNTER-IRRITANT 
A solid embrocation without disagreeable 
odour Will not stain clothing 
Indications 
RHEUMATIC & MUSCULAR 
PAINS, NEURALGIA & 
HEADACHES, BRONCHITIS, 
CATARRH, LARYNGITIS 


Action 
gesic properties in Ralee x 
afford rapid relief of all rheumatic 
and other pains 
Ralgex a 


cases of 


ts asa counter-irritant in 
Bronchitis, Catarrh, 

Laryngitis or Pharyngitis. 

Clinical samples and literature 
gladly sent upon request ? 
PHARMAX LIMITED 2 

The Organ Works, Old Hill, Chislehurst, Kent. 








“The very thing, Nurse” 
At the end of a tiring day, Bourn-vita is very 
soothing. When the mind is too full of busy 
thoughts, Bourn-vita will help you to be at 
peace. When the body finds it hard to relax, 
Bourn-vita induces calm and quietness. A 
nightcap of Bourn-vita leads to sound and 


restful sleep—in health as well as in sickness. 


capeurys BOURN-VITA 
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MEDICAL OFFICERS—ROVAL AUSTRALIAN NAVY 


tioners for appointment as Medical Officers 
full pay in British Forces may be taken into 
consideration Minimum yearly emoluments on appoint 
ment for single officer, £1,085, and for married officer, £1,244. Increment of £54 15s. Od., payable after two 
Gratuity of £500 payable after completion of four years’ service, or pro-rata on approved 
Emoluments payable in sterling currency until departure 
f desired, of appointment to Per 
Canberra House, 85 Jermyn Street 


Applications are invited from legally qualified medical practi 
n the Royal Australian Navy. Previous commissioned service on 
n determining pay and seniority on appointment 


years’ service 
discharge after completion of two years’ service 
from U.K. First appointment is for short-term service with prospect 
details may be obtained from R.A.N. Liaison Officer 


manent List. Fu 
Melbourne, $.C.! 


London, $.W and Secretary, Department of Navy 











ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. tHe MARQUESS OF EXETER K.G., C.M.G., A.D.C 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 


suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the Hospital 
or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad 
mitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer 
Scotch Douche, Electrical baths, Plombi¢res treatment, &c There is an Operating 
an Ultra-Violet Apparatus, and a Department for Diathermy and 
bacteriological, and pathologica 


sion bath, Vichy Douche 
Theatre, a Dental Surgery, an X-Ray Room 
High-Frequency treatment. It also contains Laboratories for biochemical 
research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Mou.ton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN~Y~—NEUADD HALL 


Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
On the north-west side of the Estate a mile of sea coast forms the 
or for longer periods. The Hospital has its 


The seaside house of St 
amidst the finest scenery in North Wales. 
boundary. Patients may visit this branch for a short seaside change, 
own private bathing house on the seashore. There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts) croquet grounds, golf courses, and bowling greens. Ladies and gentlemen hive 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &<« 

For terms and further particulars apply to the Medical Superintendent (Telephone 


Northampton), who can be seen in London by appointment 


” n 
* Cost Mask 
For SURGEONS and NURSES 
BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 


FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was designed to 

arrest all droplets from the mouth and nose, and so to prevent 

contamination during operation. The ‘‘ Cestra’’ Mask consists of 

4 layers of Fine dental Gauze. It fastens securely under the chin 

has an air gap at the sides, is comfortable to wear for long periods 

and may be easily sterilized Made by: Robinson & Sens, 
Obtainable fram Chemists and Medical Stores Ltd., Wheat Bridge Mills, 

London Office: King’s Bourne House, 229/231 High Holborn, LONDON, W.C.1 CHESTERFIELD 


No. 4354, three lines 
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ASPIRIN 


is an acidic substance, sparingly soluble. 
DISPRIN 


is neutral, stable, soiuble-and palatable 


The reasons for preferring calcium aspirin to 


aspirin lie chiefly in the fact that it is a neutral, 


soluble and bland compound, whereas aspirin 
is acidic, sparingly soluble and may act as 


a gastric irritant. 


But calcium aspirin has a defect 
of its own—chemical instability ; 
and in consequence attempts to 
manufacture it in the form of tab- 
lets that could be depended upon 
to remain free of nauseous break- 


Extended clinical trials show that 
Disprin in massive dosage, even 
over long periods, can be tolerated 
without the development of gastric 
or systemic disturbances except in 
cases of extreme hypersensitivity 


down products, under reasonable 
conditions of storage, have hitherto 
with little 
have now 
a stable, tablet 


met success. These 


difficulties been over- 
come. *‘ Disprin,’ 
preparation, readily dissolves to 
yield a substantially neutral and 
palatable solution of calcium aspirin 
that can be prescribed in all con- 
ditions in which acetylsalicylate 





administration is indicated. 


DISPRIN”™ 


Neutral, stable, soluble, palatable calcium aspirin 





On prescript Disprin is tree of Purchase Tax 


Cl ) im er upplied on application 


HULL AND LONDON (PHARMACEUTICAL DEPT., 








NNOUNCEMENTS 


LXVII 

















INDEX TO ADVERTISEMENTS 


ASYLUMS, MENTAL HOMES 


St. Andrews Hospital 


CHEMISTS 
Allen & Hanburys, Led - KH 
and Out tside Back Cover 
iv and x! 
xxxV! 


Angier Chemical Co.,Ltd. - 
Anglo French Drug Co., Ltd The - 
Armour Laboratories, Ltd. - . - Ivin 
Bayer Products, Ltd - . - . x! 
Bengers, Ltd . . xxVE and xvi 
Bengue & Co., Ltd xxvint 
Bioglan Laboratories, Ltd The 
Boots Pure Drug Co.,Ltd. - xvi 
Burroughs Wellcome & Co. - Ivi 
Calmic, Led - xx 
Camden Chemical Co Led - 100Kvi 
Carter, H. W., & Co., Led. - . Iv 
Chilean lodine Educational Bureau - v 
Ciba Laboratories, Led - . Ix 
Continental Laboratories, Ltd - Inside Back Cover 
Crookes Laboratories (British Colle ds), Led. - xxx! 
Cuxson, Gerrard & Co., Led - 
Cyanamid Products, Ltd - 

Distillers Co. (Biochemicals), Ltd., The 

F.A.1.R. Laboratories, Led - - 

Ferris & Co 

Glaxo Laboratories Led. 

Halden (Pharmaceuticals), Ltd x! 
Harker Stagg, Led - - . xxx 
Herts. Pharmaceuticals, Ltd. - 205 
Hough, Hoseason & Co., Ltd - tin 
Howard Lioyd & Co., Ltd - - xvi 


xxxY 


Imperial Chemical (Pharmaceutical), Ltd. xv! 
Inside Frent Cover 
- 208 


Kaylene, Ltd 
Laboratory Nativelle Ltd 
Lactagol, Ltd 
Lilly, Eli & Co., Led - 
Menley & james, Led. - xv, 
Mining & Chemical Products, Led 
Moore Medicinal Products, Lid 
Organon Laboratories, Ltd 
Oxo, Ltd. - 
Paines & Byrne Led 
Parke, Davis & Co 
Pharmaceutical Laboratories Ge 4 "Ltd 
Pharmaceutical Specialities (May & Baker), Ltd 
Outside Front Cover 
Phillips, The Chas. H. Chemical Co., Ltd 
Pharmax, Ltd - Ixty 
Reckitt & Colman, Ltd 
Roche Products, Ltd 
Sandoz Products, Ltd 
Sharp & Dohme, Led 
Stanning Proprietaries, Ltd 


xxxvil, xiv 


Wander, A., Led. - 
Ward, Blenkinsop & Co. Led 
Warner, W. R., & Co., Led 
Wyeth, john, and Brother, Led 
Under contents, xxix 


FOODS 


xxxix and xl 


Cadbury Bros 

Energen . 

Marmite Food Extract Co Led 
Sister Lauras Food 

Trufood, Ltd 

Wander, A., Led 


FOOTWEAR 


Southall, James, & Co., Led 


INHALATION APPARATUS 


Inhalation Institute, The 


PUBLISHERS 


Cassell & Co., Led 
Edward Arnold & Co 
Heinemann, Wm., Led 
H.M. Stationery Office 
The Pharmaceutical Press 


SURGICAL CORSETS 


Camp, S. H., & Co., Led 
Spencer (Banbury), Ltd 


SURGICAL, MEDICAL AND OPTICAL 
APPLIANCES 


Ames Co., Inc 

British Oxygen Co 

Cyprane, Ltd 

Holborn Surgical inetrument ( Co., Ltd 
Medical & industrial Equipment, Led 
Polden’s Instrument Repair Service 
Robinson & Sons, Ltd - 

Smith, T. |., & Nephew, Led 

Swann, W.R., & Co., Le 


MISCELLANEOUS 


Jaeger Co 

isle of Thanet Bui ilding Society 
Hammond & Champnese Led 
Lucozade, Ltd 

Royal Australian Navy 

Royal Naval Medical Service 


FOR EDITORIAL AND BUSINESS NOTICES, SEE PAGE Ixviii 





ROYAL NAVAL 


years 
will be held but an interview will be required 


officers. Officers entered on or after Ist january 


General, Admiralty, $.W.! 





MEDICAL SERVICE 


Candidates are invited for service as MEDICAL OFFICERS IN THE ROYAL NAVY, preferably below 28 
They must be British subjects whose parents are British subjects and be medically fit 
Initial entry will be for four years’ short service after which 
gratuity of £600 (tax free) is payable, but permanent commissions are available for selected short service 
1951, will be eligible to be considered for ante-dates of 


seniority up to 2 years for service in recognised civil hospitals, etc 


No examination 


For full details apply Medical Director- 
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~ACIMETION— 


DL-METHIONINE 


The only essential sulphur - containing 
amino acid 


The effect of methionine in protecting the 
liver against fatty degeneration and toxic sub- 
stances is due to the following factors :— 


1. The presence in the molecule of a sulphur atom 
which is concerned with the transsulphuration 
reactions. 

. The presence of a methyl group which 
is responsible for various transmethylation 
reactions. 


INDICATIONS : 


Toxic hepatitis, hepatic cirrhosis, secondary 
anaemias, purpura, jaundice and debility 


In packings of 50 and 250 tablets, 
each containing 0.25 G. DL-Methionine 


Clinical samples and literature on request 


CONTINENTAL LABORATORIES LTD 








101 Great Russell Street, London, W.C.1 


Telephone: MUSeum 20423 @ Telegrams: Taxolabs, Phone, London 
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. Although the adage ‘life begins at forty’ may be true 
in theory, it is in practice that we realise that it is not 
long before the difficult milestone of the menopause 
is reached. The years of stress may be eased by the 
timely administration of a preparation /lesigned to 
counteract the depression, nervous phenomena, and vaso- 
motor disturbances so troublesome to women patients. 


Euvalerol M contains an odourless preparation of 
valerian with } grain (16 mg.) phenobarbitone and 0°! mg. 
stilbeestrol in each fluid drachm. Its use is followed by 
marked diminution of symptoms and rapid restoration 
of emotional balance. 


EUVALEROL M 


In bottles of 4 and 8 fluid ounces. 


Literature on application. 














